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Wassmund, M., and Anders, H. E.: A Hitherto Un- 
known Destructive Disease of the Jaw Bones 
Ueber eine bisher unbekannte destruierende 
Erkrankung der Kieferknochen). Vjschr. Zahnheilk., 

1932, Xlvili, 157. 
The author reports two cases of disease of the jaw 
bones seen in his clinic which could not be aeaed 
with any known disease entity. The condition was 
a destruction of the bone beginning in the marrow 
and having no relation to the periodontium or vital 
or devitalized teeth. The extension was neither by 
alveolus nor alveolar process, showed no constant 
iorm, varied in the sharpness of its outline, and 
apparently stopped at the ascending ramus. A 
granulation tissue developed insidiously and pro- 
gressed slowly in the region of the alveoli. The dis- 
ease sometimes occurred simultaneously in both the 
upper and the lower jaw. The signs and symptoms 
were loosening of the teeth, soreness, and, if the 
granulation tissue had reached the nerve trunk, 
neuritis and sensitiveness to pressure. Resorption of 
the roots seemed to be very rare. Involvement of the 
periosteum and mucosa was only secondary. Reac- 
tive inflammation was absent. Roentgen-ray ex- 
amination is essential. In the cases reported lateral 
extension of the granulation tissue was inconstant. 
The tissue had no relation to the bone. It was red- 
dish-vellow and quite soft, and in the center it either 
liquefied or hardened. Wounds caused by the ex- 
traction of teeth in the diseased areas showed little 
tendency to heal. Bacteriological staining of the 
granulations was negative. The growth was tumor- 
ike throughout as in giant-cell tumors. After hav- 
ing penetrated the mucous membrane and become 
‘eparated from the stroma, the granulation tissue 
showed no further growth tendency, but a connec- 
ive-tissue-like hardening. The mucous membrane 
of the antrum of Highmore acted similarly. Great 
iritation, such as that produced by the implanta- 
ton of a bone graft, seemed to cause the tumor to 
legenerate. In the treatment, thorough curettage 
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is necessary, 
quired. 

The author reports briefly a case in which similar 
granulation tissue was found in the auditory canal. 
The histological examination, which was made by 
Anders, showed a similarly formed, cellular 
granulation tissue from young mesenchymal ele- 
ments bound together in a reticular form. In the 
second stage there was an exudation which some- 
times formed small pseudo-abscesses. Participation 
of new capillaries in the reticulum was not demon- 
strable. No exciting cause could be determined. 
The accumulation of a lipoid or albuminous sub- 
stance was not a factor. Later, lymphocytes, plasma 
cells, and histocytes appeared. ‘The picture was 
similar to that of sarcoma, but the structure ruled 
out an autonomous proliferation. 

The histological picture of this disease did not 
resemble that of any known pathological condition. 
The differences of the condition from known bone 
diseases are reviewed. The bone destruction seemed 
to depend upon tryptic processes. The disease 
resembled non-specific inflammatory resorption 
tumors. The cause is unknown. HAaveENsTEIN (Z). 


but continuity resection is not re- 


Jaffé, R. H.: Adenolymphoma (Onkocytoma) of 
the Parotid Gland. Am. J. Cancer, 1932, xvi, 1415. 


The name “‘adenolymphoma”’ has been given to 
a very rare tumor which occurs in the region of the 
salivary glands and is composed of a lymphadenoid 
stroma with large germinal centers and of epithelial 
structures in the form of tubular glands, cysts, and 
papilla. The epithelial lining of the glands is mor- 
phologically identical with a type of cell which 
develops physiologically in the salivary glands with 
progressing age and for which Hamperl has sug- 
gested the name “onkocytes.” Because of the cysts 
and papilla, the neoplasm has been called a “‘papill- 
ary cystadenolymphoma”’ or “papillary cystade- 
noma lymphomatosum.” 

The tumor is benign and well encapsulated and 
grows slowly. It occurs most frequently in males be- 
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tween the ages of forty-five and seventy years. Its 
most common site is the parotid gland. In a few 
instances it has been found near the submaxillary 
gland or posterior to the sternocleidomastoid muscle. 
Its duration varies between two and thirty years. 
As it is usually located on the external! aspect of the 
gland, its surgical removal is not difficult. In some 
cases, however, its capsule may fuse with the cap- 
sule of the gland. After extirpation a small depres- 
sion remains in the gland. The wound heals quickly. 
No recurrences have been observed so far. 

On external inspection the tumor resembles a 
lymphoma. Its greatest diameter varies between 2 
and 6 cm. Its shape is ovoid or coarsely lobulated, 
and its surface is covered with a thin, adherent cap- 
sule. It cuts with ease. The sectioned surface is 
either smooth or finely granular or shows small 
cysts filled with serous or colloid material. The 
color varies from a light purple gray to a purple 
brown. 

Microscopic examination shows tubular glands 
and small cysts lined with a double layer of cylin- 
drical epithelial cells. The latter may be raised to 
slender and branched papillae. The cells are pale 
and under low-power magnification appear homo- 
geneous. The nuclei stain deeply and are located 
near the lumen. The space between the glands and 
the cysts is filled with lymphatic tissue which forms 
also the core of the papilla. Most investigaiors 
stress the presence of large germinal centers. The 
epithelium rests upon a thin membrane which seems 
to fuse with the argentaffine reticulum of the 
lymphatic stroma. 

The most interesting finding in the tumor reported 
by the author was the presence of intercellular secre- 
tion capillaries with distinct evidences of secretory 
activity. It is this secretory activity which leads to 
the dilatation of the glands and their transformation 
into small cysts. 

From the histological description given it can be 
seen that in the case reported secretion by the tumor 
epithelium was a striking feature which undoubtedly 
added to the expansion of the tumor as there is no 
outlet for the secretion products. According to the 
staining reactions the secretion forming the colloid- 
like content of the glands and small cysts is of 
two types. The small granules or droplets in the 
cytoplasm of the tumor epithelium are probably 
secretory in nature and are discharged into the inter- 
cellular capillaries, where they fuse to homogeneous 
masses. Under the secretory pressure of the lining 
cells these masses are pushed into the lumen of the 
glands. In addition to the secretion into the inter- 
cellular capillaries, the cells seem to give off small 
droplets directly into the lumen, which stain differ- 
ently from the material in the secretion capillaries. 

As indicated by the name “‘adenolymphoma,”’ it 
is generally believed that lymphatic tissue takes an 
active part in the formation of the tumor. How- 
ever, the author believes that the lymphatic tissue 
is not an essential part but the remnant of a lymph 
node. The large germinal centers indicate an active 
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neoformation of lymphocytes. While it is true that 
the stroma of the parotid gland has a tendency to 
form lymphatic tissue and that in chronic inflam. 
mations of this gland the overgrowth of the lym. 
phatic elements may be vary marked, it must be 
kept in mind that when a heterotopic tissue develops 
in a lymph node the normal anatomical structure 
may be so altered as to become obscured. Recent 
studies have shown that the germinal centers of 
Flemming are not foci of proliferation of the lym- 
phatic cells but reaction centers which are formed 
whenever there is an increased demand for rc sorptive 
activity of the lymphatic tissue. It is there/ure very 
likely that the germinal centers in the stroma of the 
adenolymphomata are the result of the resorption of 
some of the material produced by the epithelial 
cells. 

The tumors under discussion are usual!, located 
closely adjacent to, but not within, the salivary 
glands, in places where small lymph nodes are fre- 
quently found. In these lymph nodes, islands of 
aberrant salivary gland tissue are relatively com- 
mon. The shape of the tumor is that of a lymph 
node. It is therefore most logical to assume that the 
tumors develop from misplaced islands of glandular 
tissue in the lymph nodes about the salivary glands. 
The great majority of the neoplasms occur in ad- 
vanced age, at the time when the onkocytes appear 
in the main gland, and not infrequent!) lead to 
nodular hyperplasias. In heterotopic islands of 
glandular tissue the hyperplasia may be so marked 
that it results in true tumor formation. .\s the char- 
acteristic element of the tumor is the onkocyte, 
the tumor may be appropriately called an “on- 
kocytoma.” Josepn K. Nair, MD 


Leopold, E.: A Rare Tumor in the Lower Jaw 
(Ueber eine seltend Neubildung im Unterkiefer 
1932: Tuebingen, Dissertation. 

Of the tumors arising from the proliferation of 2 
degenerated tooth pulp, the rarest are the odontom 
ata. Odontomata were first described in 1869 bj 
Broca who classified them according to thc period 0! 
their development. Although there is still some 
doubt as to the details of their origin, it may be 
assumed with some degree of certainty that the 
arise from parts of the tooth germ which become 
separated and develop independently. !t is sus 
pected that they may arise also from the fourt 
molar tooth. In some cases the ename! organ ané 
dental papilla may be displaced and retained or the 
tumor may develop from their mesodermal portion 
Histological study has shown that odoni: mata col 
sist chiefly of pulp and papillary tissue, ‘lentin, 
ment, and enamel. They are most common in tt 
lower jaw, usually in the molar region, a1\' are mos 
frequent between the ages of six and thirty years 

In the diagnosis, the hardness of the tumor ant 
the absence of suppuration and pain 
acute disease. The slow growth and the absence ! 
irritation in the vicinity of the tumor «re also 
diagnostic aid. 
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The treatment indicated is radical removal of the 
tumor. The author reports a case of odontoma in the 
region of the second lower premolar on the right side 
in a woman twenty-nine years of age. The neo- 
plasm was removed and found to consist of a spin- 
dle-celled stroma and a bone-like hard substance. 
Leopold concluded that in the periphery of the 
tumor, which showed mosaic structures, a bone- 
destroving process was still active, whereas in the 
center it had become quiescent. The formation of 
the odontoma therefore was brought about by the 
destruction of old bone. The degenerative process 
was of the nature of osteitis fibrosa in its terminal 
stage. GEBHARDT-BODENSTEIN (H). 


Ivy, R. H., and Curtis, L.: Salivary Calculi. Az. 
Surg., 1932, XCV1, 979. 

Of ninety-six patients with symptoms of obstruc- 

tion of the salivary ducts, seventy-three were found 
to have calculi. The authors’ experience indicates 
that salivary calculi are more common than is sug- 
gested by the reports in the literature and are fre- 
juently overlooked. 
‘According to Séderlund and Naeslund, many 
salivary calculi are due to the saprophytic actin- 
omyces in the mouth, the colonies in the ducts 
causing decomposition of the protein of the saliva 
vith a change in the hydrogen-ion concentration 
and a resulting precipitation of calcium salts. 
Siderlund reported forty-one cases and Naeslund 
reported fifty cases in which examination of the 
alculi showed the presence of actinomyces. The 
Woltf-Israel pathogenic strain has also been dis- 
overed. The demonstration of macroscopic foreign 
bodies in the calculi is rare. 

In sixty-six of the authors’ seventy-three cases of 
salivary calculi the stones were in the submaxillary 

nd or duct, and in seven they were in the parotid 

1 or duct. They were demonstrated by X-ray 

examination in forty-four of the former and four of 
the latter. 

In typical inflammatory obstruction of Wharton’s 
luct by a calculus there is an acute or subacute 
swelling in the submaxillary region which is tender, 

ell-circumscribed, and not adherent to the skin. 

Pain may be severe, especially when the attempt is 
made to swallow food (salivary colic). There is no 

imitation of the opening of the mouth. In the cases 
reviewed, the duration of the symptoms varied from 

‘lew days to seventeen years. Thirty-seven of the 
patients had had multiple attacks. In the acute 
attack there is usually a tender oedematous swelling 
‘nthe floor of the mouth. The outlet of the duct may 
de reddened, and pus may be expressed from it. The 

ilculus may be palpable in the duct. In the roent- 
sen examination the ordinary external film of the 

r jaw region will frequently fail to show a small 

ne situated in the anterior part of the duct as the 
‘tadow of the stone may be hidden by that of the 
ndible. For the diagnosis of a calculus in the 
‘Merlor two-thirds of Wharton’s duct a No. 2 film 
by 3', in.) is placed in the occlusal plane be- 
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tween the upper and lower teeth and the rays are 
directed from beneath the chin. 

Submaxillary swelling due to obstruction of 
Wharton’s duct by a calculus is commonly mistaken 
for a lymphadenitis or cellulitis due to infected 
teeth or tonsils. Cellulitis of dental origin may usu- 
ally be ruled out by careful consideration of the his- 
tory of the symptoms, the findings of the examina- 
tion described, and the absence of trismus. A car- 
cinomatous metastasis to the submaxillary and cer- 
vical lymph nodes is usually fixed and markedly in- 
durated, and frequently bound down to both the 
skin and the bone. Ranula has been confused with 
obstruction of the submaxillary duct and has been 
repeatedly ascribed to a calculus. Ranula is a soft, 
painless, transparent swelling beneath the mucous 
membrane of the floor of the mouth. It contains 
clear, ropy fluid and may be due to inflammatory 
closure of one of the ducts of the sublingual gland 
or one of the smaller mucous glands. 

In six of the authors’ seven cases of calculus of the 
parotid gland or duct pus could be expressed from 
the duct. In all, the condition was manifested by a 
painful external swelling over the region of the 
gland. Four of the patients had had several attacks. 
A calculus in the parotid gland or duct can some- 
times be demonstrated roentgenologically by plac- 
ing the film between the duct and the teeth, but is 
revealed best by examination made in the antero- 
posterior position with an attempt to throw the 
shadow of the parotid region on the film external to 
the shadow of the ascending ramus of the lower jaw. 

The treatment of calculus of the salivary glands is 
primarily removal of the calculus. This can usually 
be accomplished through an intra-oral incision. In 
cases of long standing with chronic inflammation 
and degenerative changes in the gland, removal of 
the entire gland is advisable. E.S. Pratt; M.D 


EYE 


Spackman, E. W.: X-Ray Diagnosis of Double Per- 
foration of the Eyeball After Injection of Air 
into the Space of Tenon. -1). J. | 
XV, 1007. 


Ophth., 1932, 

For the diagnosis of double perforation in cases in 
which other diagnostic measures fail, the author 
recommends the injection of air into the space of 
Tenon. 

After the eye has been thoroughly anwsthetized, 
the patient is instructed to turn it downward and 
inward, and with precautions for asepsis, the con- 
junctiva is grasped at a point midway between the 
superior oblique and external rectus. A curved 
cannula is then inserted below the conjunctiva and 
the needle carried between the conjunctiva and 
Tenon’s capsule for a few millimeters before the 
capsule is punctured. If a straight cannula is used 
the air will leak back below the conjunctiva and into 
the retrobulbar tissues. From 6 to 8 c.cm. of air 
are injected. When proptosis of the eve is caused by 
the air posterior to the globe and increased resistance 
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is felt on the piston of the syringe, the injection is 
discontinued. The proptosis must be apparent. It 
constitutes the best guide to the correctness of the 
procedure. If the conjunctiva bulges forward the 
needle is not in the space of Tenon or there is too 
much leakage. Under such circumstances the test 
is of no value. The roentgenograms are made at 
leisure and preferably are made from several angles 
as it is important to separate the shadow of the 
foreign body from that of the space of Tenon. The 
layer of air below Tenon’s capsule forms a band 
which may be plainly visualized in contrast to the 
denser bony tissue of the orbit. By making roentgen- 
ograms from various angles the relation of the 
particles to the capsule may be accurately demon- 
strated. 

The procedure causes little or no pain. Patients 
have complained merely of a sense of pressure on 
completion of the air injection and have been per- 
fectly comfortable during the examination. The 
air disappears within four or five days without 
causing untoward symptoms or complications. 

Leste L. McCoy, M.D. 


Hudson, A. C.: Some Surgical Experiences Relative 
to Disorders of the Lens. Proc. Roy. Soc. Med., 
Lond., 1932, XXvi, 29. 

Hudson reviews 485 consecutive cases of cataract 
extraction with peripheral iridectomy. In 30 (6 per 
cent), prolapse of the iris occurred. In 17 (3.3 per 
cent), it was replaceable. In 13 (2.7 per cent) total 
iridectomy was done. As lens remnants behind the 
iris are the most frequent cause of prolapse, it is 
advisable to use homatropin before, and atropin 
after, the operation. 

Loss of vitreous occurred in 0.6 per cent of the 
cases reviewed and in 2.9 per cent of a total of 550 
cataract extractions. The more viscid the vitreous, 
the more serious its loss. The danger of loss of 
vitreous can be reduced by the use of a lid retractor 
which completely prevents squeezing. 

In 2 of the cases reviewed, acute infection oc- 
curred. One of the patients with acute infection was 
a diabetic. In the case of another diabetic an eye 
was lost because of glaucoma. In the case of a 
fourth patient an eye was lost because of complica- 
tions due to prolapse of the iris, and in the case of a 
fifth, because of sympathetic inflammation. Three 
eyes were lost because of postoperative intra-ocular 
hemorrhages. In a myopic eye, detachment of the 
retina occurred after seventeen months. 

Capsulotomy was performed as an almost routine 
procedure a few weeks after the extraction. Glau- 
coma following capsulotomy is a serious complica- 
tion. Cataract due to a perforating injury should 
be left alone in the early stages. In children, it 
often becomes completely absorbed, and in adults 
it softens so that extraction may be done more 
easily. The incision should be linear rather than 
limbal in these cases. When operation must be 
deferred because of conjunctival infection, it should 
be preceded by a course of treatment of the con- 
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junctiva through the closed eyelids with the tung. 

sten arc lamp. F. S. Mopern, \I.D. 

Castresana, B., and Castresana, A.: Indirect Rup. 
ture of the Sclera with Subconjunctiy. il Dis. 
location of the Crystalline Lens in Both Eyes 

Xaused by the Same Kind of Trauma tura 

escleral indirecta con luxacién subconjunt 
cristalino en los dos ojos, ocasicnada por 
agente traumatico). Arch. de med., cirug 
1932, xiii, 864. 

The patient whose case is reported was 
fifty years of age who, in her childhood, | 
corneal ulcers which left slight corneal sca: 
vears before she was seen by the authors sh 
a blow on the left eye which caused ruptu: 
sclera with subconjunctival dislocation of the crys- 
talline lens. In October, 1930, she received a blow 
on the right eye which produced exactly ile same 
kind of lesion. When she received the blow on the 
right eye she lost consciousness for a few seconds and 
suffered intense pain in the eye. The injury was fol- 
lowed by the formation of a large hamatoma of the 
right side of the face and marked swelling o* the eve 
The patient treated herself with hot com) 
ten days before she came to the hospital. 

On admission, she showed ecchymosis of the eye- 
lids. On examination, subconjunctival h onan 
was found and the crystalline lens could | Ipated 
beneath the conjunctiva at the level of the lim! 

An incision was made in the conjuncti 
lens extracted. As the retina was intact 
was not sutured. Following suture of th: 
wound in the conjunctiva a sublimate dressing wa 
applied. 

Uneventful recovery resulted. The | 
able to see fingers at a distance of 2! | 
her right eye and at a distance of fro! 
meters with her left eye. 

The prognosis in such injuries is rather serious be- 
cause of the danger of complicating infection rather 
than because of the wound itself. The patient shou! 
be put to bed immediately and the eye was! 
an antiseptic solution. The authors advo 
serotherapy or autohamotherapy to i 
defensive forces of the body. Surgica! 
should be performed promptly. If th 
subconjunctival and there is no hernia 
tents of the eye through the wound, as in the case 
reported, the sclera need not be sutured . herni 
has occurred through the wound, th« junctiva 
must be opened and the herniated tissues reduced or 
resected. If both sclera and conjunctiva are rup- 
tured, the sclera should be sutured witli iine catgut 
and the conjunctiva with fine silk, By prompt oper 
tion the eye and some degree of vision may be 
preserved. Auprrey Goss M: , M.D 
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Freiman, G.: Squamous-Cell Epithelioma at the 
Limbus. Am. J. Ophth., 1932, xv, 1! 
mous-ceu 


The author reports a case of sq us-cel 
ative 0! 


epithelioma at the limbus in a color 
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Central America thirty years of age. On the bulbar 
conjunctiva and cornea there was a flat, disk-shaped 
gr th with its center on the limbus. The growth 
increased rapidly in size. The eyeball was enucleated. 
Vircit Wescott, M.D. 


Papilleedema and Intracranial Compli- 
Am. J. Ophth., 1932, xv, 


Hill, b.: 


cations of Leukzemia. 


Hill reports two cases which support the mechan- 
ical theory of choked disk. 

The first case was that of a ten-year-old girl with 
a primary nasopharyngeal tumor of lymphoblastic 
origin, increased intracranial pressure, and a leukex- 
mic blood picture. At autopsy, no brain tumor was 
found. The papilleedema was ascribed to blockage 
by lymphocytes in the cerebrospinal fluid. 

The second case was that of a forty-one-year-old 
woman with a chronic myelogenous leukemia and 
increased intracranial pressure. Splenectomy was 
done and subsequently X-ray treatment was insti- 
tuted with success. 

In conclusion the author says that the leukemias, 
being localized and generalized processes which attack 
the eye and brain, may cause hemorrhage and 
tumors in the cranial cavity with papilloedema. 

Vircit Wescott, M.D. 


EAR 


Babbitt, J. A.: Some Studies on Middle Ear Infec- 
tion. J. Am. M. Ass., 1932, xcix, 2241. 


An effort is made in this article to correlate studies 
of palliative methods, bacteriological examinations, 
routine blood examinations, attic operative work, 
and autopsy sections. 

In the palliative treatment of middle ear infection 
zinc ionization proved more efficacious than any 
other method. 

In a group of cases of primarily aural conditions 
the streptococcus haemolyticus and staphylococcus 
aureus predominated in cultures taken from the mid- 
dle ear through a perforation. 

In cases of aural conditions with coincident sys- 
temic disease the changes in the relationship between 
the total red cell count and the hemoglobin and be- 
tween the total white cell count and the neutrophile 
count were of little significance. 

\ modified attic operation was done on eighty 
ears. After the operation the ear was dry in 62.5 per 
cent and practically dry in 9 per cent. In 11 per 
cent, Improvement was noted, and in 17.5 per cent 
the treatment failed. 

Sections from a number of autopsy specimens were 
studied with the hope of obtaining information of 
Value regarding the behavior and transmission of in- 
lection in the middle ear. One of the specimens 

‘emonstrated the course of the infantile chorda 
tympani nerve with remarkable clearness, and an- 
other showed the so frequently faulty location of the 
‘ympanic incision in acute middle ear infection. 
GEORGE R. McAuttrr, M.D. 
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Williams, H. L., Jr.:: Masked Mastoiditis. 
sola Med., 1932, xv, 813. 


Minne- 


The author reviews forty-one cases of masked 
mastoiditis. Thirty of the patients were men. The 
average age of the patients was thirty-seven years. 
The youngest patient was seven years and the old- 
est sixty-seven years. In twenty-four cases the con- 
dition occurred on the left side; in sixteen cases, on 
the right side; and in one case on both sides. In all 
of the cases there was a history of previous disease 
of the middle ear or infection of the upper part of 
the respiratory tract. Swelling over the mastoid 
process was present in nineteen cases. Lancinating 
pain was the chief complaint in fourteen cases. This 
symptom developed sooner or later in the majority 
of cases in which extensive dural involvement was 
found at operation. In three cases the chief com- 
plaint was dull pain in the affected side; in one case, 
generalized weakness; in one case, continued fever; 
and in one case, recurring earache. 

In eighteen cases in which cultures of the mastoid 
wound were made at operation under precautions 
for sterility a pure culture of organisms was ob- 
tained. 

That there is an anatomical factor tending to pro 
duce mastoiditis of a comparatively symptomless 
type seems probable. In eight of the cases reviewed 
marked sclerosis of the mastoid cortex was found at 
operation. The patients were in the fourth decade of 
life or beyond. In twelve cases a well-developed 
petrosquamous lamina was found. In six cases the 
structure of the mastoid apparently played no part 
in the production of unusual symptoms. 

Drooping of the posterosuperior wall of the ex- 
ternal auditory canal was found in twenty-four 
cases, but no suggestion of drooping could be dis- 
covered in seventeen. Tenderness over the mastoid 
process was usually not present until very late and 
often could not be discovered at any time. 

In eighteen cases there was a parasinous abscess, 
and in four, an epidural abscess in addition. Exten- 
sion to the interior of the jugular vein occurred in 
only one of these cases. 

In this type of mastoiditis at least, extension of 
the disease to the dura over the sinus or over the 
middle fossa is not of itself of serious prognostic 
significance. Of great importance, however, is 
operative exposure of the involved meninges until 
tissue of normal appearance is reached. The expo 
sure of the dura should be sutiiciently wide to allow 
the intracranial pressure to tampon the dura down 
into the region of dehiscence, thus preventing seep- 
age to uninvolved areas. 

In the forty-one cases of masked mastoiditis 
reviewed there were three deaths, a mortality of 7.3 
per cent, whereas in the whole series of 585 cases of 
acute and subacute mastoiditis, including complica- 
tions, the mortality was 3.2 per cent. All of the 
deaths from masked mastoiditis occurred in cases 
in which the diplococcus pneumonix, Type 3, was 
present. However, in the uncomplicated cases in 
which this organism was present and complete ex 
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enteration of the mastoid was done, no variations 
from the normal course of recovery were noted. 
Therefore it may be concluded that although the 
diplococcus pneumoniz is an organism of the great- 
est virulence, no alterations in technique are neces- 
sary in its presence. 

The author draws the following conclusions: 

1. Masked mastoiditis occurs with sufficient fre- 
quency to make its recognition of importance 
(slightly more than 7 per cent of all cases of acute 
and subacute mastoiditis). 

2. It may be very difficult to diagnose early. 

3. There is no single sign or symptom of unique 
diagnostic significance in this disease. 

4. In some cases anatomical factors seem to be of 
importance in the production of the disease. 

5. Other organisms than the diplococcus pneu- 
monix may produce insidiously advancing mas- 
toiditis. 

6. The technique of mastoidectomy does not 
need to be varied according to the bacteriological 
findings. 


NOSE AND SINUSES 


Campbell, E. H.: The Association of Acute Sinus- 
itis and Acute Otitis Media in Infants and in 
Children. Arch. Otolaryngol., 1932, xvi, 829. 

This article is based on a study of 150 cases of 
acute otitis media occurring in children ranging in 
age from two days to eleven years. In practically 
all of the cases there was an associated sinusitis. 

The method employed for diagnosis consisted in 
passing a nasopharyngoscope and observing the 
source of the pus. The nose was first anesthetized 
by passing along the floor an applicator saturated 
with a 2 per cent solution of cocaine. In several 
hundred cases there was no reaction from the use 
of this drug. 

In the author’s opinion, the use of a suction bulb to 
clear away secretions is a simple and practical pro- 
cedure. No harm will result if the air is allowed to 
slip through easily. Suction should be used at the 
onset of a cold. 

Campbell concludes that otitis media rarely occurs 
without an accompanying sinus infection. Infection 
of the ethmoid sinuses is more common than infec- 
tion of the maxillary sinuses and is usually bilateral. 
In the: causation of gastro-intestinal disturbances 
infection of the nasal sinuses is more important than 
infection of the ears. In the cases reviewed, examina- 
tion with the nasoscope was found to be much more 
satisfactory than X-ray examination. 

Joun F. DeE-LpH, M.D. 


MOUTH 


Langhammer, H.: Phlegmons of the Floor of the 
Mouth (Ueber Mundbodenphlegmone). 1932: Kiel, 
Dissertation. 


Contradictory opinions are held as to the nature 
of Ludwig’s angina. Ludwig regarded the following 
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features as characteristic: slight inflammation in the 
pharynx itself, a wood-like hardness of the swollen 
cellular tissue, a hard swelling under the tongye. 
regular progression of the swelling, and slight jn. 
volvement of the glands. According to our more 
recent conceptions, Ludwig’s description agrees 
approximately with the course of severe phlegmons 
of the mouth although certain characteristics, such 
as constriction of the throat, are not regularly 
present and may be associated also with mild suppu- 
ration. As Ludwig’s disease is not due to a single 
cause, it would be best to drop the name. 

The chief connective tissue spaces of the i{loor of 
the mouth are: (1) the submental space (su!)mental 
lymph glands), (2) the space between the muscles 
of the base of the tongue, (3) the sublingual space 
(sublingual gland), and (4) the submaxillary space 
(submaxillary gland). The spread of the suppurative 
process from these spaces into the parapharyngeal 
space is very important. From the parapharyngeal 
space the process may spread into the retropharyn- 
geal space, toward the carotid artery and jugular 
vein, and burrow toward the mediastinum , 

Bacteriological examination in five cases disclosed 
the bacterium coli once, streptococci four times, and 
anaérobes frequently. 

The causes of the condition may be classitied as 
follows: 

1. Infection in the paradontal spaces. 

(a) Carious teeth. 

(b) Difficult eruption of wisdom t 
is a frequent cause, pus easi! 
ing the submaxillary space. 

(c) Infection following extraction: 

(d) Spread of bacteria by local ani 

2. Tonsillitis. 

3. Trauma. 

4. Metastases following infectious diseases 

5. Salivary calculi. 

Unknown causes. 

The course is usually acute. The process is seldom 
limited to one space. The difference between an 
abscess and a progressing phlegmon is oiten not 
distinct. The so-called wooden phlegmons are prob- 
ably caused by the same micro-organisms, ut their 
course is chronic. A similar picture is presented by 
actinomycosis, but later this forms blue swellings 
which rupture and discharge a thin fluid p 

When the condition is recognized earl; 
nosis is good (one death in nine cases), some 
cases that seem very mild at first end fa It is 
of importance first of all to remove the cause (the 
mouth should be examined with care), but forcible 
opening of the jaws must be avoided because of the 
danger of spreading the infection. It ma neces 
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If tracheotomy is necessary it should be done as far 
as possible from the phlegmon. If the symptoms do 
not subside, all of the connective tissue spaces have 
not been opened and the opening must be extended. 
The author reports nine cases. 
ARTHUR SCHLESINGER (Z.) 


NECK 


Edington, G. H.: Cervical Ribs. Glasgow M.J., 1932, 
cxvili, 289. 

Edington reports five cases of the cervical rib 
syndrome. In four, the syndrome was caused by 
cervical ribs and in one by an anomalous first dorsal 
rib. The syndrome includes sensory nerve disturb- 
ances, impairment of the power of one limb, and, 
in rare cases, vascular disturbances leading to 
gangrene. In every suspected case an X-ray ex- 
amination should be made. If it shows no cervical 
ribs the first dorsal rib, whether normal or abnormal 
in outline, should be regarded as the cause of the 
symptoms. The rib causing the symptoms should 
be resected. The occurrence of cervical ribs can be 
traced to a peculiarity in ossification of the seventh 
cervical transverse process. F.S. Moprern, M.D. 


De Tarnowsky, G.: Probable Bilateral Tumor of 
the Carotid Body. Am. J. Surg., 1932, xviii, 261. 
Unilateral tumors of the carotid body are rare and 
bilateral tumors are even more unusual. The author 
reports the case of an Italian workman who was 
operated upon in 1904 for a tumor of the left side of 
the neck and in 1930 for a similar tumor on the right 
side of the neck. The pathological report on the 
latter neoplasm indicated that it was a tumor of the 
carotid body, and the evidence suggests that the 
tumor removed in 1904 was of the same type. 

Up to April, 1931, Wellbrook was able to collect 
only 196 cases of tumor of the carotid body. Of the 
30 cases reported in the literature from 1920 to 1928, 
the surgeon was able to enucleate the tumor with- 
out blood-vessel ligation in 36 per cent, whereas of 
the 97 cases reported during the period from 1880 to 
1920, only 18 per cent were removed by blunt dis- 
section alone. Of the operations performed for 
tumor of the carotid body in the year 1930, approxi- 
mately 50 per cent were enucleations. It is esti- 
mated that about 50 per cent of these tumors can be 
removed without damage to the carotid vessels, the 
internal jugular vein, or the vagus nerve. 

[here is little or no agreement regarding the 
morphology of tumors of the carotid body. To- 
manis and Michiner believe that the carotid body is 
derived from columns of cells which ultimately 
develop into sympathetic ganglia. It gives rise to 
2 varieties of tumor: (1) the simple, vascular, slowly 
growing tumors known as “‘peritheliomata,”’ and 

the very malignant growths known as the “po- 
‘ato tumors of Hutchinson.” The latter are often 
intimately attached to the 3 carotid arteries and 
sooner or later involve the sternomastoid, the jugu- 
lar vein, the vagus, or the sympathetic. Gask and 
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Wilson claim that these tumors are developed as an 
offshoot from the sympathetic and contain cells 
which are stained brown by chromic acid and resem- 
ble those of the medullary portion of the suprarenal 
body. They are of the opinion also that the carotid 
gland may become the site of newgrowths of very 
variable malignancy, and that the malignant tumors 
rapidly infiltrate the neighboring structures and are 
essentially inoperable. 

Because of the rarity of the neoplasms, the diag- 
nosis of tumor of the carotid body is seldom made. 
The chief finding is a solid tumor of long standing 
situated in the anterior triangle of the neck or near 
the apex of the submaxillary triangle, which varies 
in size from that of a hazelnut to that of a hen’s egg, 
is movable laterally but not vertically, does not 
expand on pulsation, and, unless very malignant, is 
not adherent to the overlying skin. Occasionally 
examination reveals a bruit or thrill and bulging of 
the pharyngeal wall with dilatation and contraction 
of the pupil on the side of the growth, depending 
upon the degree of sympathetic irritation, and ten- 
derness on deep palpation. Attacks of syncope may 
be caused by compression of the vagus. In some 
cases the condition is accompanied by a late paresis 
of one vocal cord and a tingling sensation in the 
neck. 

The ideal treatment is surgical dissection, but the 
success of the operation depends largely on recogni- 
tion of the nature of the tumor within the carotid 
sheath as soon as the skin incision is made. If the 
surgeon is fearful of tearing one of the carotids or 
the jugular vein, it may be advisable for him to 
throw a provisional ligature around the common 
carotid and have an assistant ready to tie the knot 
if an accident occurs or to compress the vessel against 
the anterior tubercle of the transverse process of the 
sixth cervical vertebra. 

If the tumor is found to be irremovable except by 
section of all of the carotid vessels, it should be 
left alone, according to the advice of Beven and 
McCarthy. R. V. B. Suter, M.D. 


Cohen, S. J., and King, F. H.: The Relation Be- 
tween Myasthenia Gravis and Exophthalmic 
Goiter. Arch. Neurol. & Psychiat., 1932, xxviii, 
1338. 

The authors report a case of myasthenia gravis 
and exophthalmic goiter occurring in the same pa- 
tient, and review similar cases recorded in the liter- 
ature. They state that myasthenia gravis of a greater 
or less degree is observed in most cases of exopthal- 
mic goiter, and that weakness of the quadriceps 
extensor muscles has been regarded as a sign of the 
disease. Some of the eye signs are merely evidences 
of weakness of the ocular muscles. 

Myasthenia gravis and exophthalmic goiter are 
associated with hyperplasia of the lymphatic tissues, 
involvement of the adrenal glands, lymphorrhagia 
in the muscles, and lowered carbohydrate tolerance. 
In both conditions, creatinuria occurs. On the basis 
of these similarities, myasthenia gravis and exopthal- 
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mic goiter are held to be definitely related, a theory 
which accounts for their not infrequent simultaneous 
occurrence. Leo M. ZIMMERMAN, M.D. 


Kallen, L. A.: Laryngostroboscopy in the Practice 
of Otolaryngology. Arch. Otolaryngol., 1932, xvi, 
791. 

Kallen states that stroboscopic examination of the 
larynx is a valuable supplement to ordinary laryn- 
goscopy and a requisite for work on the vocal cords. 
It permits observation of the function of the vocal 
cords under both physiological and pathological con- 
ditions and yields valuable information with regard 
to the diagnosis, the prognosis, and the indications 
for and effects of treatment of certain organic and all 
functional disturbances of the voice. 

James C. BraAsweE Lt, M.D. 


Spencer, F, R., and Summerill, F.: The Histo- 
pathology of the Larynx Antedating Clinical 
Evidence of Laryngeal Tuberculosis. Ann. 
Otol., Rhinol. & Laryngol., 1932, xli, 990. 


Recognizing that tuberculous infections in the 
epiglottis, the base of the tongue, and the pharynx 
produce dysphagia and odynphagia sooner and in 
more severe form than tuberculous lesions in the 
larynx, the authors made a macroscopic and mi- 
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croscopic study of these organs in the cases o/ si 


tients who died of pulmonary tuberculosis 
whom gross laryngeal tuberculosis was not 
strable before death. 


Two of the patients had had symptoms oF Jaryn- 


geal tuberculosis. Autopsy failed to sho, 
scopic lesions in the larynx in only one case 
ently microscopic lesions may be present 
death in patients who have no demonst: 
volvement of the larynx, and tuberculosi 
larynx is best prevented by early diagi 
treatment of tuberculosis of the lungs. 
GEORGE A. COLLE! 


M.D 


Jackson, C.: Cancer of the Larynx: Its Treatment 


by Laryngofissure. South. Surgeon, 193 


The author states that a relative cure « 
tained in at least 80 per cent of cases of ea: 
sic cancer of the larynx. Early diagnosis 
upon recognition by the laity of the gene: 
ple that continued or intermittent hoarsen: 
be regarded as possibly due to maligna 
examination of the larynx by the physi 
proved it to be caused by a benign conditi: 
laryngoscopy is indicated in every case of | 
in which the anterior commissure canno 
with the mirror. James C. Brasy 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Branch, C. D., Cutler, E. C., and Zollinger, R.: 
Experiences with Encephalography. New Eng- 


land J. Med., 1932, ccvii, 963. 


The authors report their experience with en- 
cephalography in cases of epilepsy, post-traumatic 
headache, arachnoiditis, and certain tumors. They 
state that the procedure should be limited to cases in 
which the intracranial pressure is not elevated. In 
cases in which a large tumor is suspected it is contra- 
indicated even if the pressure is thought to be normal, 
as the shift in tension may start sudden bleeding or a 
dangerous amount of air may become trapped in a 
dislocated ventricle. The authors advocate its use in 
the study of various confusing neurological condi- 
tions, especially the convulsion states. 

One or two hours before the encephalographic 
examination is begun the authors give o.2 gm. of 
pentobarbital. Lumbar puncture with the patient 
in the horizontal position is done routinely to obtain 
a reading of the cerebrospinal fluid pressure. The 
patient is then raised to a sitting position on the bed 
with the head supported and the needle in place. A 
exible rubber tube about 6 in. long and with the 
proper connections is attached to the lumbar punc- 
ture needle and a 5-c.cm. syringe. ‘To prevent leak- 
age from the system the connections and the barrel 
of the syringe are covered with sterile vaseline. Be- 
fore the air is injected, ro c.cm. of cerebrospinal 
luid are slowly removed to allow for subsequent 
expansion of the air. It is not necessary to filter the 
ait through gauze or cotton as is frecuently recom- 
mended. Usually the syringe will fill under its own 
pressure. Sucking out of the cerebrospinal fluid is 
condemned. The procedure is simplified by com- 
pressing the flexible tube between the thumb and 
rst finger while the syringe is being emptied and re- 
illed with air. About the same length of time should 
de consumed in injecting the 5 c.cm. of air as the 
‘\ringe requires to become filled with cerebrospinal 
‘ud. It is unnecessary to continue the replacement 
ol uid after from 70 to 90 c.cm. of air have been in- 
ected. While the patient is being transferred to the 
\-ray department he should be maintained erect in a 
‘heel chair to insure equal distribution of the air in 
the two sides. Antero-posterior, postero-anterior, 
and lateral views should be taken. 

The authors have found encephalography to be of 
‘alue and not contra-indicated in the localization 
vi abscess of the brain. The article contains en- 
phalograms of three patients taken five years after 
‘tboccipital decompression for chronic arachnoiditis. 
__Encephalography is of definite value as a check on 
ie treatment of conditions suggesting tumor. 
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In the authors’ cases there was one fatality. The 
patient died two hours after the encephalographic 
examination. Encephalograms showed the presence 
of a large tumor mass projecting into the midportion 
of the right ventricle. There had been no evidence of 
pressure in either the eyegrounds or the cerebrospinal 
fluid manometer readings. 

The authors believe that encephalography should 
be used in the cases of children suffering from birth 
injuries and those who are mentally defective, as in 
such cases it may permit a more definite prognosis 
and will serve to check up on the treatment in- 
stituted. 


Finesinger, J. E.: Cerebral Circulation. XVIII. 
The Effect of Caffeine on Cerebral Vessels. 
Arch. Neurol. & Psychiat., 1932, xxvili, 1290. 

By employing Forbes’ cranial window in cats, the 
author observed the effect of various caffeine com- 
pounds given intravenously or applied locally upon 
the caliber of the pial arteries. Simultaneously the 
cerebrospinal fluid pressure was read on a mano- 
meter connected with the contents of the cisterna 
magna, and the blood pressure in one femoral artery 
was recorded. 

During amytal anesthesia the intravenous ad- 
ministration of caffeine sodiobenzoate caused a dila- 
tation of the pial artery, a rise in the cerebrospinal 
fluid pressure, and an abrupt drop in the blood pres 
sure which was followed by an immediate return to 
normal. Local administration of caffeine solution to 
the pia caused a dilatation of the pial artery and as 
a rule no change in the cerebrospinal fluid pressure 
or the blood pressure. 

During ether anwsthesia, the intravenous ad- 
ministration of caffeine caused a constriction of the 
pial artery from its initial diameter, a drop in the 
cerebrospinal fluid pressure, and an abrupt drop in 
the blood pressure which was followed by a return 
to normal. After local administration during ether 
anesthesia, caffeine had no effect on the pial artery 
and in most cases caused no change in the cerebro- 
spinal fluid pressure or the blood pressure. 

After recovery from ether anwsthesia, when the 
superficial reflexes were present, the intravenous ad- 
ministration of caffeine caused an acute constriction 
of the pial artery followed in most cases by an im- 
mediate dilatation. As a rule the cerebrospinal 
fluid pressure dropped and then rose immediately. 
The blood pressure dropped abruptly and then im- 
mediately rose to its normal level and in most cases 
exceeded its preliminary level. The local adminis- 
tration of caffeine solution to the pia after recovery 
from ether caused a dilatation in the pial artery with 
usually no change in the cerebrospinal fluid pressure 
or the blood pressure. 
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In cats with an abnormally low blood pressure 
during amytal anesthesia, caffeine sodiobenzoate 
administered intravenously was followed by a very 
variable response in the pial artery. In most cases 
the caffeine caused a constriction of the pial vessel, 
which is the reverse of the change occurring when 
the blood pressure is within the normal limits. 

The response of the pial vessel to caffeine was de- 
pendent upon the initial diameter of the artery be- 
fore the caffeine was introduced. 

During amytal anesthesia and after recovery 
from ether anesthesia there was evidence of dilata- 
tion of the measurable arteries, arterioles, and 
venules. Changes in velocity of the circulation and 
color of the blood indicated that the caffeine caused 
a dilatation of the capillaries as well. 

The results presented are in keeping with the 
results of most investigators studying the vascular 
response to caffeine in other parts of the body. This 
suggests that the vessels of the pia respond to caf- 
feine in the same way as the vessels elsewhere in the 
body. Leo M. Daviporr, M.D. 


Cobb, S., and Finesinger, J. E.: Cerebral Circula- 
tion. XIX. The Vagal Pathway of the Vaso- 
dilator Impulses. Arch. Neurol. & Psychiat., 
1932, XXVili, 1243. 

Using the glass window for observing the behavior 
of the cerebral vessels as described by Forbes, the 
authors on numerous occasions confirmed the ob- 
servation of Forbes and Wolff that faradic stimula- 
tion of the vagus nerve or, if cut, its proximal end, 
results in dilatation of the pial vessels. This being 
the afferent pathway, they sought the efferent course 
of the impulse by stimulating in turn all of the other 
cranial nerves from the third to the last. 

They concluded from their experiments that nerve 
impulses may pass up either vagus nerve trunk to 
the medulla, leave the medulla along both facial 
nerves, travel as far as the geniculate ganglia and 
thence along autonomic nerves to the cerebral ves- 
sels, causing vasodilatation. Since, as was pre- 
viously shown and again demonstrated by the 
authors, stimulation of the sympathetics in the neck 
results in pial vasoconstriction, it is evident that in 
the brain, as elsewhere in the body, there is sympa- 
thetic vasoconstriction opposed by parasympathetic 
vasoconstriction. “The stimulation of one vagus 
nerve causes a bilateral cerebral vasodilatation, 
whereas the stimulation of a cervical sympathetic 
nerve causes only ipsolateral vasoconstriction.” 

Leo M. Daviporr, M.D. 


Chorobski, J., and Penfield, W.: Cerebral Vasodi- 
lator Nerves and Their Pathway from the 
Medulla Oblongata, with Observations on the 
Pial and Intracerebral Vascular Plexus. Arch. 
Neurol. & Psychiat., 1932, xxviii, 1257. 

Stimulated by the observation of Cobb and Fine- 
singer that the efferent pathway for vasodilatation 
of the pial arteries is in the facial nerve, Chorobski 
and Penfield made a study of the seventh cranial 
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nerve and its connections. They found that there js g 
direct nerve bundle to the pericarotid plexus which 
leaves the facial nerve at the geniculate ganglion, 
After leaving the geniculate ganglion, this bundle 
passes directly into the greater superficial petrosal 
nerve without interruption. Further along the nerve. 
a distinct bundle of nerve fibers emerges from the 
greater superficial petrosal nerve to the pericarotid 
plexus. Experimental stimulation of the greater 
superficial petrosal nerve and its cut peripheral end 
confirmed these findings. 

The perivascular nerves of the pial vessels and 
also the continuation of these nerves on the large 
and medium-sized intracerebral arteries (but not on 
the small arteries) are described. Small nerve end- 
ings resembling motor end-plates are foun on the 
intracerebral arteries, suggesting that they too may 
be capable of the contraction and dilatation which 
can be demonstrated by direct observation only in 
the case of the pial arteries. 

Complete removal of all sympathetic nerve fibers 
which enter the cranial cavity on the carotid and 
vertebral arteries does not appreciably reduce the 
number of normal intracranial perivascular nerve 
fibers. Degeneration, as judged by axon stains, is 
occasionally found within the first month after 
sympathectomy, a fact suggesting that a small 
number of sympathetic fibers reach the pial vessels 
directly. 

When both greater superficial petrosa! 
pathetic nerves are removed the pial and intra- 
cerebral vessels are still found to be richly supplied 
with nerve fibers. Therefore it is impossible to 
denervate the cerebral vessels by removing both 
sympathetic and parasympathetic innervation. 

It is suggested that the parasympathetic pathwa 
is interrupted by synapses with scattered ganglion 
cells just before it reaches the internal carotid 
artery, and that the cervical sympathetic chain, 
which has been thought to have its postganglionic 
stations in the superior sympathetic, may also be 
interrupted by the scattered ganglion cel!s along the 
course of the internal carotid and cerebral urteries. 

The occasional branches to the pia irom other 
cranial nerves reported by Stoehr and others hard| 
seem numerous enough to be important, |)ut should 
be subjected to further investigation. 

The extraordinary amount of collaterai 
of axons of the cerebral perivascular ner 
that one ganglion cell must innervate 
ment of the vascular tree. Leo M. Davi 
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jor the longest period of time finally developed gen- 
eral physical disturbances and cerebral symptoms 
blindness with normal ocular fundi). The ana- 
tomical findings in the brain of the dog killed after 
six davs were normal. The brains of the dogs killed 
aiter a period of weeks showed active infiltration of 
the meninges and the large intracerebral vessels 
yithout damage to the nervous parenchyma and 
without reactive manifestations on the part of the 
neuroglia. In the dog killed after six months mild 
inlammatory manifestations were present. The 
capillaries showed the well-known regressive changes 
in the endothelium, capillary obliteration. Worthy 
of note was severe involvement of the larger intra- 
cerebral vessels (arterioles) in the form of marked 
sclerosis, hyaline degeneration, and resulting exten- 
sive necrosis and circumscribed necrobiasis in the 
parenchyma (particularly in the subcortical portions 
of the brain). Even in the portions which were not 
irradiated, the lipoid content of the cells was some- 
what increased. 

These investigations show that the nervous paren- 
chyma is capable of withstanding large doses of 
irradiation and becomes injured only indirectly 
through injury of the blood vessels. The intlamma- 
tion found in three of the dogs may be regarded as 
an infectious encephalitis favored by the irradiation 
ora direct effect of the irradiation, but the injury to 
the blood vessels cannot be considered the result of 
infection. JENDRALSKI (QO). 


(snato, M.: General Criteria for the Diagnosis of 
Brain Tumor: General Symptoms. J. Am. MM. 
Ass., 1932, XCiX, 2012. 


The triad of headache, vomiting, and choked disk 
isnot a prerequisite for the diagnosis of brain tumor. 
Improvement of the results of surgery for intra- 
cranial neoplasms depends upon earlier diagnosis 
and removal of the tumor before destruction is too 
extensive for repair. 

The general features, some of which are of local- 
izing value, in cases of brain tumor are: 


The onset of the symptoms, which may be acute even 
vhen the tumor grows slowly. 

Headache. 

Tenderness. 

Choked disk. This is present in only from 60 to 80 per 
ent of the cases. Visual defects, including loss of percep- 
tion of color 

Nausea and vomiting. 

\bducens nerve paralysis. 

Convulsions. 

Dizziness 

Bradycardia, 

_ ‘auc or cerebellar ataxia (third and fourth ventricle 

Mors) In cases of non-cerebellar tumor. 

Paresis of the limbs in cases of large tumor not in a motor 


M . symptoms (cases of third ventricle tumors): 
I Jrowsiness. 


\pathy 


Retardation of thought and movement. 
Euphoria (frontal lobe usually). 


NERVOUS SYSTEM 

Roentgenographic findings: 

1. Pacchonian depressions. 

Separation of sutures. 

Findings of ventriculography and lumbar enceph- 
alography. These may not be of definite localizing 
aid. 

Spinal fluid: 

1. Slight increase in the number of cells. 
2. Increase in protein content. 


2 
2 
oO: 


While the site of the headache is generally of no 
value in localization, it may occasionally be of defi- 
nite aid. Sharp or boring bitemporal pains may oc- 
cur in cases of pituitary tumors, and occipital or 
suboccipital headache in cases of cerebellar or other 
subtentorial tumors. 

Generalized convulsions are of no localizing value, 
but in every case of so-called idiopathic epilepsy and 
jacksonian epilepsy the possibility of a brain tumor 
must be considered. Repeated neurological and 
ophthalmological examinations should be made. The 
author reports a case of brain tumor in which there 
was no headache, vomiting, or, so far as could be 
determined, papilloedema for seven years. 

Psychotic symptoms are not limited to cases of 
frontal lobe tumor on the left side, and the euphoria 
supposedly characteristic of these tumors may occur 
in cases of cerebellar and third ventricle tumors. 

Drowsiness and stupor may occur in cases of 
frontal lobe tumors, but are more characteristic of 
third ventricle tumors. 

Psychoneurotic or psychotic symptoms develop- 
ing on an emotional background may mask the de- 
velopment of symptoms of brain tumor. 

Slowly growing cystic gliomata of the frontal lobe, 
particularly on the right side, may have a rapid 
onset of symptoms suggesting an acute cerebral 
disease. 

Hallucinations of taste and smell preceding jack 
sonian seizures, sometimes associated with spatial 
illusions and visual hallucinations, may occur with 
temporosphenoidal lobe tumors. 

Cerebellar ataxia, both static and of the extremi- 
ties, may occur with tumors of the frontotemporo- 
parietal regions. The differentiation between these 
tumors and cerebellar tumors is easy. Asynergy of 
the trunk is an exclusive feature of cerebellar tumors 
and is not found in cases of frontotemporoparietal 
tumor. Gradually increasing hypotonus and final 
disappearance of the deep retlexes are noted only in 
cases of cerebellar tumors. ‘Cerebellar fits” 
only in cases of subtentorial tumors. 

Papilloedema is more constant in cases of subten- 
torial tumors than in cases of tumor of the cerebral 
cortex. 

Angle tumors are differentiated from cerebellar 
tumors by the early development in the former of 
disturbances of the fifth, sixth, seventh, and eighth 
nerves, which progress evenly for a time and are 
followed by cerebellar disturbances. 

The acoustic tumors constitute about one-third 
of the tumors occurring in the cerebellopontine 
angle. 


occur 
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In cases of tumor of the cerebellar hemispheres 
and the vermis there is a rapid development of 
symptoms of increased pressure in the posterior 
fossa and eventually of generalized intracerebral 
pressure manifested by clinical signs and demon- 
strable on examination. There is also a rapid develop- 
ment of unilateral or bilateral cerebellar or vesti- 
bulocerebellar symptoms. Pyramidal, sensory, and 
bulbar symptoms are late in developing or entirely 
absent, in contrast to the findings in cases of cere- 
bellopontine angle neoplasms. 

The abducens nerve has the longest intracranial 
course of any of the cranial nerves. Paralysis of this 
nerve results from greatly increased intracranial 
pressure causing distortion of the brain stem and 
pons. Therefore in many cases its value as a local- 
izing symptoms is slight. 

Stupor occurs in cases of lesions in the region of 
the third ventricle and the mid-brain, especially in 
children. Its early occurrence is due to the early 
development of obstruction of the cerebrospinal 
fluid with consequent internal hydrocephalus. 

E. S. Pratt, M.D. 


Gibbs, F. A.: The Frequency With Which Tumors 
in Various Parts of the Brain Produce Certain 
Symptoms. Arch. Neurol. & Psychiat., 1932, 
XXVIli, 969. 

On the basis of 1,545 cases of verified tumor of 
the brain, the author attempts to correlate a series 
of 27 symptoms with regard to their frequency in 
the presence of tumors located in any one of 15 
regions of the brain. Although the group of cases 
was large, the individual factors are so numerous 
that he was able to arrive at only the following 
largely negative conclusions: 

1. Generalized convulsions are not most readily 
produced by tumors causing compression of the motor 
cortex. 

2. Visual hallucinations are not most readily pro- 
duced by tumors that compress the occipital lobe. 

3. The frequency with which tumors of the mid- 
brain and the pineal region cause symptoms usually 
associated with a lesion in the floor of the third 
ventricle is not satisfactorily explained by assuming 
that such tumors injure the floor of the third ventri- 
cle by producing an internal hydrocephalus. 

4. Projectile vomiting is not a general pressure 
symptom. 

5. Tumors that block the ventricular system do 
not cause high-grade choked disk much more fre- 
quently than others. Leo M. Davinorr, M.D. 


Allen, S. S., and Lovell, H. W.: Tumors of the Third 
Ventricle. Arch. Neurol. & Psychiat., 1932, xxviii, 
990. 

Allen and Lovell report eight cases of tumor in 
the posterior portion of the third ventricle. The 
neoplasms included three ependymomata, one astro- 
cytoma, one spongioblastoma, one cysticercus cyst, 
and two tumors of the pineal body, a pinealoma and 
a teratoma. 
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The symptoms and signs of such tumors depend 
upon: (1) early obstruction to the circulation oj 
cerebrospinal fluid with a resulting increase in the 
intracranial pressure, and (2) involvement of struc. 
tures adjacent to the ventrical walls. 

In the cases reported, drowsiness, proba 
to involvement of the ventricle floor, was ; 
nent symptom. Pupillary changes may | 
nificance, but because of high papilloedem 
tients are often blind and pupillary change 
leading. However, the pupil of the Argyll-k 
type is of aid in the diagnosis. Of the exi 
palsies, conjugate paralyses are important 
aid is paralysis of associated upward gaze. 
ment of hearing may occur, but was foun 
one of the authors’ eight cases. The most « 
sign is cerebellar ataxia which may lead er 
to exploration of the posterior fossa. This 
present in four of the authors’ cases. | 
tract signs were present in four cases a 
thermia (vasomotor disturbance) was fou) 
case. In neither of the two cases of tum 
pineal body was there any abnormality 
development although the patient with 1! 
oma was a boy under the age of puberty. 

Death may occur suddenly, as in tw 
solitary cysticercus cyst seen by the authors. One 
of these cases is not included in the eight reported. 

Because of the absence or indefiniteness of local- 
izing symptoms, ventriculography is especially im- 
portant in the diagnosis. In the ventriculograms 
the hydrocephalus associated with a tumor of the 
posterior fossa is differentiated from the hydro- 
cephalus accompanying a tumor in the third ven- 
tricle by the presence of a filling defect in the third 
ventricle in the latter. Leo M. Daviporr, M.D. 


PERIPHERAL NERVES 
Peripheral Nerve In- 


Pollock, L. J., and Davis, L.: 
juries. Concluding Installment. -1). /. Sw 
1932, XV111, 553- 

In the last installment of their monograph on 
peripheral nerve lesions, Pollock and Davis continue 
their discussion of the cranial nerves. Special con- 
sideration is given the lesions of the facial nerve 
which are amenable to surgical repair. ‘Ie authors 
believe that the ideal treatment for the injured face! 
nerve, as for other injured peripheral ner\ es, 1s ent 
to-end suture. This is sometimes possil)!e in eat! 
lesions, but is practically impossible when scar tissue 
and callus have developed within the | 
When it is impossible, the authors favo 
crossing operation, either spinofacial or ! 
facial anastomosis. They describe the t: 
each in detail. 

In the postoperative treatment of th 
facial muscles should be given mecha 
support to keep them from sagging and 
ing while regeneration is taking place, 
same time should be treated by massa‘ 
trical stimulation. The authors advocat: 
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cative exercises to be performed before a mirror, 
especially after the appearance of the first return 
of function. 

The plastic operations aimed at relieving the dis- 
figuring asymmetry of the face by elevating the lower 
eyelid and the angle of the mouth are described in 
detail. 

A chapter is devoted to the extracranial injuries 
of multiple cranial nerves. The authors describe and 
discuss the various syndromes of such lesions. They 
call attention to the fact that, whatever other nerves 
are allected, the ninth, tenth, and eleventh are 
rather consistently injured together. Such lesions 
are produced by wounds in the uppermost part of 
the lateropharyngeal space. The authors compare 
injuries of the last four cranial nerves with injuries 
of the brachial plexus nerves as such injuries 
frequently result in permanent paralysis of only 
one nerve with a partial lesion of one or more of the 
others. 
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The final chapter is devoted to a consideration of 
the results of peripheral nerve surgery. The difficul- 
ties of analyzing the results reported in the literature 
are emphasized. As reports are of value only when 
they are based upon common factors in examination 
and the interpretation of the findings of examination, 
the authors place little reliance on these analyses in 
determining the value of operative procedures. How- 
ever, the results seem definitely to prove the in- 
fluence of the time factor, as primary sutures yield 
relatively more rapid and constantly favorable re- 
sults. While a delay of from twelve to eighteen 
months does not seem to have any marked effect 
upon the date or extent of recovery, the prognosis 
seems to be less favorable when the interval is 
longer. 

The results of suturing of individual nerves and 
the effect of the level of an injury in determining the 
time of recovery are shown in tables. 

HALE Haven, M.D. 
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CHEST WALL AND BREAST 


Cutler, M.: The Relation of Chronic Mastitic 
Cysts and Papillomata to Cancer of the Breast. 
J. Am. M. Ass., 1932, xCix, 2152. 


Physiological studies at birth show that the de- 
velopment of the breasts is not complete at the end 
of fetal life and that the appearance of the breasts 
varies enormously in different infants. Between 
birth and puberty the breast is in a state of quies- 
cence. With puberty it begins further development. 
At every menstrual period there are changes in the 
breast which may pass unnoticed, but in many 
cases cause pain and tenderness. During pregnancy 
there is marked hypertrophy, the source and nature 
of which are still a matter of controversy since 
lactation is not necessarily a phenomenon of ges- 
tation. After pregnancy the breast returns to a 
state of rest, but in some cases involution is incom- 
plete and some degree of activity persists. Epi- 
thelial and connective tissue hyperplasia with lym- 
phocytic infiltration, a condition sometimes erro- 
neously called ‘‘chronic mastitis,” is present in more 
or less degree in every breast that has undergone 
lactation. The process is more physiological than 
pathological. 

Conditions of the breast which appear more physi- 
ological than pathological are designated by the 
term ‘“‘mazoplasia’”’ in preference to the term 
“chronic mastitis’ because the latter implies in- 
flammation, which is not characteristic of these 
conditions. Mazoplasia is characterized by hyper- 
plasia of the pericanalicular and periacinous con- 
nective tissue, new formation of ducts and acini, 
desquamation of epithelial cells in the terminal ducts 
and acini, diffuse pain, and generalized nodularity 
(“lumpy breast’’). Microscopic search has failed 
to reveal transformation of the desquamative epi- 
thelial hyperplasia of mazoplasia into epithelial 
neoplasia (papilloma or carcinoma). Mazoplasia is 
most common between the ages of thirty and forty 
years. It does not occur before puberty, and it 
ceases with the menopause. There is no evidence of 
any relation between mazoplasia and cancer of the 
breast. 

Cystic disease of the breast, which has been 
called ‘“‘chronic cystic mastitis,” is not related to 
inflammation. Therefore this term should not be 
applied to it. The consequences of cyst formation 
are: (1) stagnation of contents, and (2) the super- 
vention of a neoplastic process (papilloma, carci- 
noma). Cystic disease of the breast begins late in the 
second or early in the third decade of life. When it 
progresses it passes into the neoplastic state late in 
the third or early in the fourth decade of life. The 
neoplastic state may in turn pass into the carcinom- 


atous state late in the fourth or early in the fiith 
decade of life. There is no clinical evidence to jndj. 
cate the transitions. The change may stop at an 
point. Twenty per cent of all carcinomati of the 
breast have this origin. When the cystic state re. 
mains uncomplicated by papilloma or carcinoma 
there is a tendency for one cyst to outgrow the 
others. A single large cyst rarely contains carcinoma. 
The method of treating a single cyst is wide excision 
of the portion of the breast containing the cyst 
When the cystic state is generalized the whule gland 
should be removed. 

Papilloma, single or multiple, may remain benign 
indefinitely and grow to massive proportions. The 
chief clinical sign is a hemorrhagic or serohemor- 
rhagic discharge from the nipple. Palpation may 
reveal the tumor as a firm, elastic, movable mass in 
the ampullary region. By transillumination, single 
or multiple papillomata may be revealed and their 
exact position localized. A large tumor with a 
hemorrhagic discharge calls for local mastectomy. 
When the tumor is small and its nature is doubtful, 
local excision followed by immediate frozen section 
is indicated. For multiple papillomata, local mas- 
tectomy is the method of choice. 

Schimmelbusch’s disease of the breast is char- 
acterized by multiple cysts on which the papilloma- 
tous process has supervened and in which the epi- 
thelial neoplasia, although atypical, is stil! contined 
within the normal boundaries of ducts and acini. 
If the process continues, carcinoma is the inevitable 
result. The most common clinical sign is localized 
nodularity. This always calls for wide excision and 
immediate examination of frozen sections. If car- 
cinoma is revealed, the radical operation should be 
performed at once. J. Dantet Wittens, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Alexander, J.: Special Considerations Relating to 
Surgical Closure of Large Upper Lobe Tubercu- 
lous Cavities. J. Thoracic Surg., 1932, ii, 1. 

The most frequent cause of failure of artificial 
pneumothorax or surgical operation to eticct a cure 
of tuberculosis is non-closure of large or st iti-walle 
cavities in the upper third of the lung. Such cavities 
require compression or at least relaxation ol the 
lung around a very large part of their circumference 

It is unusual to obtain a total pneumot)orax over 

such extensive lesions even with the aid oi cauteriza- 

tion of adhesions, phrenicectomy, or scaleniectomy. 

When these measures fail, extrapleural paravertebral 

thoracoplasty must be undertaken. ‘ry great 

lengths of ribs should be resected. Thi should be 
done in three or more stages, preferably «t intervas 
of two weeks. 
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SURGERY OF THE CHEST 


The author describes a simple special maneuver 
he devised several years ago which gives surprisingly 
easy access to the first rib and the subscapular 
ribs through the usual J-shaped paravertebral in- 
cision beginning about 5 cm. below and behind the 
anterior border of the trapezius and ending close 
to the inferior angle of the scapula. After the tra- 
peaius and rhomboid muscles have been divided, 
an assistant lifts the vertebral border of the scapula 
away from the thoracic wall. The surgeon cuts 
through the serratus magnus muscle close to its 
origin from the second rib where it presents a con- 
venient posterior angulation and then, through this 
small incision, pushes the axillary fat and vein 
away from the posterolateral aspect of the muscle 
with his finger while continuing the incision in the 
muscle upward to the first intercostal space and 
downward to the fifth or sixth rib. The scapula 
may then be easily lifted well posteriorly and later- 
ally away from the ribs so that the resection is 
greatly facilitated (Fig. 1). 

Pressure on the anterolateral costal stumps after 
paravertebral thoracoplasty, especially if done early 
while the tissues in the operative field are soft and 
pliable, often results in closure of a cavity. Particu- 
larly in middle-aged and older patients, in whom 
the cartilages are less elastic than in younger ones 
and less likely to bend and allow the anterolateral 
stumps to fall in, preliminary parasternal chondrec- 
tomy may be of aid. The pressure may be applied 
immediately after the operation by placing the pa- 
tient in bed with the side operated upon on a pillow 
extending high in the axilla. When the patient is 
lying on his back it may be produced by keeping 
a shot bag on the ribs beneath the clavicle. Some 
days later it may be obtained by means of a pad 
pulled upon by elastic straps worn in the axilla. 

When a supplementary procedure is necessary to 
close large or stiff-walled cavities, the author per- 
forms an anterolateral thoracoplasty as some cavi- 
ties are kept from closing by the anterolateral 
portions of the ribs and their cartilages. This pro- 
cedure gives the utmost compression with less dis- 
comfort to the patient than any stage of the para- 
vertebral operation. It should probably be carried 
out within from two to five weeks after the upper 
stage posterior thoracoplasty, before regeneration 
takes place from the decostalized paravertebral 
periosteum. However, painting the periosteum of 
the ribs resected paravertebrally with Zenker’s 
solution may be effective in preventing costal re- 
generation so that the performance of anterolateral 
thoracoplasty need not be hurried. 

\lexander believes that his technique for antero- 
lateral thoracoplasty is more simple and thorough 
than any other described (Fig. 2). The incision is 
‘emilunar, and in the case of a woman passes lateral 
to the breast. The pectoralis major is retracted 
anteriorly and mesially, and the origins of the 
pectoralis minor are divided. When the arm, which 
» held throughout the operation by an aide, is 
“dducted and mesially flexed, the pectoralis major 
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Fig. 1. Division of the upper five origins of the serratus 
magnus has given excellent exposure of the axillary por- 
tions of the upper ribs, including the first, through the 
customary paravertebral incision in which the anterior 
4 to 6 cm. of the trapezius have not been divided. The 
axillary fat, the brachial plexus and sometimes the long 
thoracic nerve are plainly visible. In the upper drawing 
the posterolateral portions of the second and third ribs 
have been extensively resected and from 7 to 10 cm. of 
the first, having been freed from its periosteum, is about 
to be removed. If there is doubt about the patient’s 
condition, only three ribs are resected (and occasionally 
only two). Rarely are more than four ribs removed as 
extensively as illustrated in the lower drawing, at the 
first stage of the thoracoplasty. 


is relaxed and may be retracted to afford entirely 
satisfactory access to the upper ribs all the way 
to the sternum. The first step in resection of the 
ribs consists in freeing the second rib and cartilage 
from their periosteum and perichondrium, with 
special care not to tear the pleura at the costo 





INTERNATIONAL ABSTRACT OF SURGERY 


_— 
tas ™ 


Third cartilage y 
Pag 4 


g 


Fig. 2. Anterolateral thoracoplasty, including costal 
cartilages, for a large or stiff-walled cavity that an ex- 
tensive posterolateral thoracoplasty has failed to close. 
Abduction of the arm exposes the first rib by lifting the 
clavicle away from it, while mesial flexion of the arm 
permits easy retraction of the pectoralis major from the 
cartilages. The first and second ribs have been resected 
from the sternum to where they had been divided during 
the posterior thoracoplasty, and a piece of the third carti- 
lage has been removed so as to allow the third rib to swing 
backward and inward and yet protect the heart. 


chondral junction. Next, the cartilage is divided 
close up to the sternum and the anterior end of the 
rib is held while the axillary portion is gently sepa- 
rated from the periosteum. After removal of the 
second rib, the first rib is approached, the arm, 


shoulder, and clavicle being raised by the aide 
The first rib is freed from the periosteum, its carti. 
lage is cut, the rib is removed, and the cartilage 
is then removed with the exception of the portion 
behind the sternoclavicular joint. If resection oj 
the third rib is indicated, this is done next. !’inalh 
1 or 2 cm. of the cartilage next below the rib last 
resected is removed subperichondrally close to the 
sternum. A few approximation sutures are placed 
in the subcutaneous fascia and the skin 
around a tube drain which is left in place for thi 
six hours. A snug dressing is placed to 
the decostalized anterior thoracic wall. The 
of a thick dressing is gradually increase 
the next ten days. At the end of that time . 
brace consisting of a pad of sponge rubber ci 
the proper shape is applied and held with ‘he pres- 
sure of heavy elastic straps. This is left in place 
for at least three months, not only for immobiliza- 
tion but also to cause the thoracic wal! io sink 
as deeply as possible and to give the cavity the 
best possible chance to close. 

Mavric_ P. Mey 


closed 


M.D 


Warner, W. P.: Bronchiectasis: Its Etiology, Diag- 
nosis, and Treatment. Canadian \/ a 
1932, XXVil, 583. 

Recent additions to our knowledge of !)ronchiec- 
tasis are the result of the introduction o! |ipiodol, 
the use of the bronchoscope, and the entratice of the 
surgeon into what was heretofore a medica! tield 

Bronchiectasis is of two types, the cong 
the acquired. Congenital bronchiectasis 
much less common than acquired bro: 
may be of the fetal or the atelectatic typ: 
type is due to the malformation of a bro! 
a resulting non-connecting cyst. The 
type is characterized by absence of infilt: 
pigmentation of the parenchyma, indicati 
parenchyma has never expanded, and 
of the bronchi with multi-locular cavities 

The acquired type may follow a diseas 
with pulmonary infection, such as whoo} 
measles, influenza, pneumonia, and lui 
Although some investigators believe th: 
tion attacks the lung secondarily from « primary 
focus in the upper respiratory tract, this belief 's 
not borne out by the author’s experience. |n fibross 
of the lung, in atelectasis, and in centr 
obstruction there are increased dilating ! 
predispose to the development of bronc! . 

However, the important factor in bron: hial dilé- 
tation is weakening of the bronchial wa!! (ue to 10 
fection. This view is supported by 
studies of bronchiectatic lobes removed 
in which destruction of the elastic and n 
of the bronchi were the predominating | 
lesions. 

During inspiration under normal co 
negative pressure is greater in the par 
the lung and the thoracic cage than i 
of the bronchi, physiological dilatation © 
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therefore resulting. On expiration, the bronchus 
returns to its original size chiefly because of the 
elastic recoil of its stretched wall. In bronchiectasis, 
the weakened wall allows greater dilatation to take 
place on inspiration and the bronchial lumen faiis 
to become narrower on expiration because of the 
loss of elasticity of the bronchial wall. 

The two basic factors in the production of bronchi- 
ectasis are therefore infection of the bronchi causing 
destruction of their walls and bronchial obstruction. 

In the diagnosis, X-ray examination is of more im- 
portance than the signs noted on physical examina- 
tion which vary with the site and nature of the 
lesions. Roentgenograms of the chest should be 
made with and without the introduction of lipiodol. 
[he various types of terminal bronchial dilatations 
revealed by the injection of lipiodol are described 
as cvlindrical, fusiform, and sacculated. 

Errors of interpretation of roentgenograms made 
with lipiodol may be due to ‘‘water logging”’ of a 
part of the lung with the lipiodol, the presence of 
apical cavities simulating bronchiectatic dilatations, 
or failure of the lipiodol to enter certain dilated 
bronchi. 

Evacuation of the infected secretions from the 
dilated bronchi by changes of posture is considered 
the best form of treatment of bronchiectasis. The 
time interval between the postural treatments de- 
pends upon the amount of sputum evacuated at 
each drainage and the clinical improvement noted. 
Bronchoscopic drainage of secretions is not con- 
sidered justifiable. 

Collapse therapy is considered ineffectual. The 
nly surgical procedure of value is lobectomy. The 
me-stage lobectomy described by Shenstone and 
Jones is mentioned. Because of its mortality, this 
should be limited to patients who, because of their 
copious sputum, are social outcasts, and to patients 
with chronic ill health due to repeated pulmonary 
hemorrhages or repeated pulmonary infection. 

FRANKLIN E. WALTON, M.D. 


\dams, W. E., and Livingstone, H. M.: Lobectomy 
and Pneumectomy in Dogs: Experimental 
Surgery. Arch. Surg., 1932, xxv, 808. 


lhe method of lobectomy and pneumectomy de- 
scribed in this article has proved highly satisfactory 
in dogs, but has not yet been tried in clinical cases. 
The usual difficulties of associated pneumothorax 
ind pleural infection have been obviated. The suc- 
cess of the procedure is due to the discovery of a safe 
ind reliable method of closing large bronchi per- 


manently. This is accomplished by cauterizing the 
entire circumference of the bronchial wall by apply- 
ig a 35 per cent solution of silver nitrate through 
the bronchoscope. Bronchi % in. in diameter are 
sually closed by one application. 

lhe removal of pulmonary lobes may usually be 
accomplished within from a few days to a week after 
complete stenosis of the bronchi. After opening of 
‘he chest cavity the vessels are first ligated and cut 
‘etween ligatures and the bronchi then isolated. A 


THE CHEST 297 
clamp is placed on the bronchus at the edge of the 
parenchymal tissue, enough space being left for a 
chromic catgut ligature proximal to it. The bronchus 
is then divided between the clamp and ligature. The 
bronchial stump remaining needs no further atten- 
tion. The wound is closed in layers. 

One or two lobes were removed in twenty dogs 
without a death, and all of the lobes on one side 
were removed in eight dogs with one death. The 
death was attributed to respiratory failure caused by 
defective tubing in the positive-pressure apparatus. 
In dogs killed from two months to one year after the 
operation no fluid was present in the pleural cavities. 
A few adhesions were found around the amputation 
stump and the remaining lung tissue showed a com- 
pensatory emphysema. Paut W. GREELEY, M.D. 


Hart, D.: The Treatment of Chronic Empyema by 
Tidal Irrigation, Suction, and Thoracoplasty. 
J. Thoracic Surg., 1932, ii, 157. 

The author presents a method for treating chronic 
empyema by closing down the cavity to a small size 
by tidal irrigation and suction and then removing 
the entire roof of the cavity by surgical intervention. 

In cases of empyema with a bronchial fistula care 
must be taken to insert the tube for irrigation and 
aspiration in the most dependent part of the cavity. 

The author believes that tuberculous empyema 
with secondary infection may be well treated by this 
method. The removal of redundant caseating 
granulation tissue may be aided with Dakin’s solu- 
tion or a 1 to 2 per cent solution of acetic acid, but 
the patient must be watched for bleeding. The tube 
for drainage must be so placed that it will not inter- 
fere with extrapleural paravertebral or anterolateral 
thoracoplasty when such surgical measures are 
indicated. Thoracoplasty may then be done in an 
aseptic field and primary healing obtained. In this 
way an empyema cavity may be closed without ex- 
panding the infected lung, and the severe sepsis 
which follows the infection of a large fresh operative 
wound may be avoided. 

Ten cases of chronic non-tuberculous empyema 
and six cases of tuberculous empyema with secondary 
infection which were treated in the manner described 
are reported. WILLARD J. Kiser, M.D. 


HEART AND PERICARDIUM 


Hudson, C. L., Moritz, A. R., and Wearn, J. T.: 
The Extracardiac Anastomoses of the Coronary 
Arteries. J. Exper. M. , 1932, lvi, 919. 

The authors made a study of the extracardiac 
anastomoses of the coronary arteries by injecting 
these vessels of human hearts which had been ex 
cised at autopsy. They demonstrated widespread 
anastomoses of the auricular branches and the 
coronary branches to the pericardial fat with the 
pericardiophrenic branches of the internal mam 
mary arteries and the anterior mediastinal, peri 
cardial, bronchial, superior and inferior phrenic, 
intercostal, and cesophageal branches of the aorta. 
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The most extensive anastomoses between the car- 
diac and extracardiac vessels are around the ostia 
of the pulmonary veins. 

They conclude that this rich potential extra- 
cardiac coronary collateral circulation is of impor- 
tance in compensating for sclerosis of the large 
trunks of the coronary arteries. 

Ear O., Latimer, M.D. 


C2SOPHAGUS AND MEDIASTINUM 


Harrington, S. W.: The Surgical Treatment of 
Mediastinal Tumors. Aun. Surg., 1932, xcvi, 843. 

A relatively high percentage of intrathoracic 
growths have their origin in the mediastinum. Be- 
cause of the many different tissue elements in this 
space, it may present almost any type of neoplasm. 

Tumors that remain benign often attain enormous 
size and may cause death from mechanical pressure 
on the numerous important structures in the poten- 
tial spaces designated as the mediastinum. These 
structures either control, or are closely associated 
with, respiration, the circulation of arterialand venous 
blood and lymph, deglutition, and the functional 
innervation of organs lying outside the thorax. Be- 
cause of the important structures contained in the 
mediastinum, it is of paramount importance that a 
tumor be recognized and treatment be instituted 
before the growth has caused serious and permanent 
injury to these vital structures or has disturbed 
the function of all of the viscera in the thorax. 

The symptoms are dependent upon the type of the 
growth and more on its situation than on its size. 
They are due to pressure or infiltration of the in- 
volved or surrounding structures in the region 
invaded and the amount and severity of the disturb- 
ance of function of intrathoracic organs. Probably 
the most significant symptom in the clinical distinc- 
tion between an early malignant lesion and a benign 
lesion is pain. The pain from malignant growths of 
small size is often very severe and may be more or 
less constant, but with acute exacerbations at irreg- 
ular times, usually most severe at night. Benign 
tumors may often attain great size without produc- 
ing pain other than a dull ache or a sense of pressure 
accompanied by dyspncea on exertion. Dyspnoea is 
one of the most common symptoms of benign or 
malignant tumors. It is usually present with early 
lesions, and is most noticeable on exertion. Cough is 
a frequent early symptom of malignant lesions. It is 
often paroxysmal and of a hoarse or brassy type. It 
may be non-productive, but usually is associated 
with the expectoration of mucus or blood. Horner’s 
ocular syndrome was noted in three cases. 

The physical signs are often helpful in determining 
the presence of a lesion, but are unreliable as an 
index of its extent or character. There is usually an 
increase in vocal fremitus over the tumor and with 
this an area of definite dullness and absence of 
breath sounds. In the presence of anterior medias- 
tinal tumors the heart is often displaced and the 
sounds are transmitted over a wide area. 
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Bronchoscopic examination is of value in ruling 
out the presence of a primary intrabronchial lesion 
and in determining whether there is encroachment oj 
an extrinsic growth on the lung. Csophagoscopi 
examination is of aid in ruling out the presence of , 
primary lesion of the cesophagus and in determining 
if there is encroachment of an extrinsic lesion on 
the cesophagus. Thoracoscopic examination may be 
advisable in selected cases of posterior mediastinal 
tumor in which the growth projects well into the 


thoracic cavity. 


The chief problems associated with the surgical re- 
moval of mediastinal tumors are concerned with the 
danger of pulmonary collapse, with mediastinal 
flutter resulting from open pneumothorax, and with 
the difficulty of access through the bony enc: sement 


of the thorax. Surgical indications depen 
findings in the particular case. 
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operation. Postoperative care is very im] 
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Heinbecker, P.: Concerning the Nature and Func- 
tion of Certain Afferent Pathways from the 
Thoracic Viscera. J. Thoracic Surg., 1932, ii, 183. 

In general, two types of effects are possible in the 
animal organism when an afferent nerve ending is 
stimulated. One results in the production of a sen- 
sation, and the other in the production of a reflex 
response in an effector organ. 

Head has divided the sensations into the proto- 
pathic or the primitive sensations of pain, heat, 
and pressure, and the epicritic or discriminating 
sensations. 

Visceral sensations are primitive or protopathic, 
whereas from the surfaces of the body both types of 
sensations may be elicited. From the viscera arise 
also many afferent impulses without sensation. It 
is important for the surgeon to know what these 
pathways are and the effect of their interruption 
not only as regards sensation but also as regards the 
juture functioning of the organ reflexly affected. 

By means of the cathode-ray oscillograph the 
different electrical responses of nerve fibers to stim- 
ulation can be recorded precisely. 

In the phrenic nerve four types of nerve fibers 
are found. Those of one type are large and thickly 
myelinated and conduct motor impulses. Those of 
another type are smaller, less thickly myelinated, and 
sensory. The third type are small and thinly myelin- 
ated, and the fourth type are unmyelinated. 
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The sensory innervation of the visceral and pari- 
etal pleure has been extensively studied. It is 
known that the parietal and diaphragmatic pleure 
are sensitive to pain, and that the intercostal nerves 
carry most of the fibers concerned. However, the 
phrenic nerves supply sensory fibers to the central 
portion of the diaphragmatic pleura. The visceral 
pleura possesses very few, if any, sensitive areas. 

The sympathetic nerve supply to the diaphragm 
arises from several sources—the phrenic nerve, the 
stellate ganglion, and white rami communicantes 
from the fifth, sixth, seventh, eighth, and eleventh 
thoracic ganglia supplied through the splanchnic 
nerves. The margins are supplied also through the 
lower intercostal nerves. Histological studies of the 
sympathetic white rami and sympathetic trunks 
show that they contain myelinated fibers of the 
second type similar to those known to be pain 
fibers. 

By means of the cathode-ray oscillograph the 
author has demonstrated that the vagus nerve con- 
tains afferent fibers the impulses of which are inti- 
mately concerned in the regulation of respiration 
and the cough reflex. Similar impulses arising in the 
heart and aorta are also transmitted by the vagus 
nerve. The type of fiber conducting such impulses is 
myelinated and has an axon with somatic physio- 
logical properties. 

The author briefly discusses the clinical signifi- 
cance of these physiological findings. 

WILLARD J. Kiser, M.D 
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ABDOMINAL WALL AND PERITONEUM 


Zampa, G., and Galavotti, B.: The Behavior of 
Pathogenic and Non-Pathogenic Anaérobic 
Organisms in the Peritoneal Cavity (Sul com- 
portamento dei germi anaerobici patogeni e non 
patogeni nella cavita peritoneale). Arch. ital. di 
chir., 1932, XXXil, 557. 

The authors review ten cases of so-called gaseous 
peritonitis collected from the literature and com- 
ment on the various theories advanced to explain the 
presence of air in the peritoneal cavity. 

In order to determine whether peritonitis due to 
pathogenic or non-pathogenic anaérobic organisms 
can give rise to intraperitoneal accumulations of gas, 
they undertook a series of experiments on rabbits. 
In these experiments they inoculated into the peri- 
toneal cavity pure cultures of anaérobic organisms 
with liver tissue or Trozzi’s medium to add a medium 
favorable for their development. The organisms 
used were the pathogenic bacillus perfringens, bacil- 
lus anthracis, bacillus tetani, bacillus botulinus, 
bacillus histolyticus, vibrion septique, and the non- 
pathogenic bacilli of De Rossi, Belfanti, and Mag- 
giori and the bacillus pseudotetani. 

In none of the animals was the inoculation fol- 
lowed by necrosis of tissue, gaseous oedema, or an 
accumulation of gas in the peritoneal cavity. The 
authors attribute the absence of gas to inhibition of 
the development of the anaérobic organisms by the 
reaction of the peritoneum. 

As the formation of air in the peritoneal cavity 
from peritonitis due to anaérobic organisms is im- 
probable, the authors are of the opinion that the 
conditions reported as gaseous peritonitis or gas 
peritoneum are cases of true pneumoperitoneum in 
which the point of escape of gas from the intestinal 
tract was overlooked at operation. 

PeTeR A. Rost, M.D. 


GASTRO-INTESTINAL TRACT 


Light from the Laboratory and 
Am. 


Alvarez, W. C.: 
the Clinic on the Causes of Peptic Ulcer. 
J. Surg., 1932, Xviii, 207. 


Ulcers may form in the stomach of man when one 
of the gastric blood vessels is narrowed or plugged 
and endarteritis may doubtless be demonstrated in 
the neighborhood of some ulcers. If arterial degen- 
eration were a common cause of ulcer, the lesion 
would probably be found more frequently in elderly 
persons than, as is the case, in youths and young 


adults. Arterial spasm may be one of the links 
between the emotions and ulcer. Against the theory 
that arteriolar spasm is the cause of ulcer is the 
observation that long-continued electrical stimula- 


tion of the vagus nerves caused relaxation of the 
gastric vessels at the same time that it produced 
hyperperistalsis and powerful contraction of the 
muscle. The small blood vessels supplying the 
mucous membrane in the ulcer-bearing zone are 
perhaps like endarteries. 

The mucous membrane along the Magenstrasse is 
so firmly attached to the muscle that it cann slip 
away from foreign bodies. However, experiments 
show that the susceptibility of this region cannot be 
ascribed wholly to anatomical peculiarities. 

There is doubt whether in man the Magenst 
carries fluids from cardia to pylorus as it 
some of the lower animals. 

The infectious theory of ulcer causation docs not 
throw light on any of the peculiarities of the inci- 
dence of the disease. 

It is well to clean up lesions in the mouth an: 
which can produce a steady stream of pus down the 
cesophagus. However, one of the difficulties in 
analyzing the influence of infection on ulcer is due 
to the fact that in so many cases foci much larger 
and more important than those in teeth or tonsils 
are present and unrecognized. The most fertile 
source of infection producing flare-ups oi ulcer 
symptoms seems to be the common cold. 

Ulcer tends to occur in families, and the hereditary 
factor is at times important. We need to know the 
nature of the inherited deficiency. 

In many cases the tendency toward the formation 
of ulcers is due to the fact that the individual does 
not know how to relax. 

Some of the patients with pseudo-ulcer or with 
ulcers that tend to recur have at all times marked 
and uncontrollable hyperacidity, but there are per 
sons who live out their lives with a gastric acidity 
far above normal and yet never show symptoms or 
signs of ulcer. The presence of other factors than 
acidity must often be necessary before an ulcer can 
be formed or maintained in a chronic state. In the 
production of experimental ulcers, Mann and Boll 
man were impressed by the importance of acidity. — 

There are doubtless several causes for ulcer and 
several types of the lesion in different parts of the 
world. Walters and Snell found that in some parts 
of Germany duodenal ulcer is usually ciated 
with a diffuse inflammation and ulceration of the 
mucous membrane of the distal end of the stomach 
They were therefore able to understand why som 
European surgeons like to resect widely. 

Alvarez has not yet been able to find much ev: 
dence to indicate that the pancreatic juice }s 4 
cause of ulcer. 

It is not known what has happened i 
ulcer to upset the mechanisms which nor 
vent the gastric juice from eating into th 


nose 
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Many patients would doubtless be well if they 
could live an easier life, both mentally and phys- 
ically. Active research must be continued to find 
some method of lowering the digestive power of the 
gastric juice. It has long been known that the 
corner stone of any medical treatment for ulcer 
must be the giving of food at frequent intervals. 
Probably one of the greatest faults in the present 
method of treating ulcer is the fact that nothing is 
done to neutralize the acid secreted during the night. 

For operative treatment, probably the best and 
most practical procedure is gastro-enterostomy. 
Unfortunately, in 2 or 3 cases out of 100 the patient 
returns with a jejunal ulcer and in an occasional 
case a new ulcer forms almost as fast as the old one 
is excised. In the desire to protect patients from 
this danger, some surgeons have turned to the 
operation of subtotal gastrectomy. 

The work of Mann and his associates has now 
made it clear that one of the most important factors 
in the production of ulcer, at least in loops of 
intestine draining the stomach, must be failure of 
neutralization of gastric juices by the pancreas and 
biliary secretions. 

Experimentation suggests that more work should 
be done with fats and oils in the treatment of ulcer. 
These substances might be used at night to inhibit 
secretion. 


Mann, F. C., and Bollman, J. L.: Experimentally 
Produced Peptic Ulcers: Development and 
Treatment. J. Am. M. Ass., 1932, xcix, 1576. 


In studies of experimentally produced peptic ulcers 
certain points appear to be definitely proved, and 
although the specific facts may not be capable of 
direct transposition into clinical medicine, the lesions 
produced are similar to the clinical lesions. 

Experimentally, peptic ulcer may be produced by 
hyperacidity brought about by the continuous 
administration by stomach of small amounts of 
hydrochloric acid. Methods which remove neutraliz- 
ing agents (bile, pancreatic juice, or duodenal secre- 
tion) from the stomach or duodenum are also effec- 
tive in producing a chronic type of peptic ulcer. 
Mechanical and chemical factors are active in the 
production and continuation of these ulcers. As 
these factors destroy the newly repaired tissue, com- 
plete healing is obtained only when they are in- 
hibited. The process of repair in peptic ulcer is 
similar to the process of repair in other tissues and 
occurs in the same sequence as the repair of an 
abrasion of the skin. Since several weeks appear to 
be necessary for complete healing of peptic ulcer, 
successful treatment must continuously suppress 


the mechanical and chemical factors throughout that 
length of time. 


Steinberg, M. E., and Proffitt, J. C.: The Etiology of 


Postoperative Peptic Ulcers. Arch. Surg., 1932, 
XXV, 519. 


\ study of the etiological factors of experi- 
mentally produced postoperative ulcers revealed 


re) 


that ulceration occurred only when the gastric in- 
testinal anastomosis was bathed by acid gastric con 
tents from which admixture of the alkaline duodenal 
contents was prevented. In thirty control experi 
ments with various types of gastro-intestinal anasto- 
moses, no ulcer resulted. This was interpreted as 
evidence that the acid-pepsin is of the greatest im 
portance in the causation of experimentally pro- 
duced ulcers. 

It is impossible to evaluate mechanical factors 
accurately because the various gastro-intestinal 
operations not only involve mechanical factors but 
are definitely associated with changes of acidity in 
the gastric contents. However, there are two types 
of operation in which the chemical changes should 
be practically the same although the mechanical 
factors are definitely different. It was noted that 
after the end-to-end anastomosis, gastrojejunostomy 
with the Exalto shortcircuiting operation (Mann- 
Williamson internal duodenal drainage), the inci 
dence of ulcer was 100 per cent, whereas after the 
end-to-side, terminolateral gastrojejunostomy, it 
was only 43 per cent. Of sixteen dogs in which a 
minimal part of the pyloric end of the stomach was 
resected, definite ulcers occurred in two. Here 
again it is difficult to evaluate the mechanical and 
chemical factors separately, but Steinberg’ and his 
coworkers previously demonstrated that in gastric 
resection plus duodenal drainage, or short circuiting, 
the gastric contents remain acid. This reduction of 
ulcer formation is explained as secondary to the in- 
creased size of the stomach opening and partial 
paresis of the propelling force of the antrum which 
has been partly resected. The pyloric resection de- 
creases the trauma from the impingement of gastric 
contents upon the jejunum in the emptying of 
the stomach. When a kink was produced 5 cm. 
distal to the gastro-intestinal opening, ulceration oc 
curred in all of the animals. The Billroth II opera 
tion (Finsterer-Hoffmeister subtotal resection) with 
a wide gastrojejunal stoma was never followed by 
peptic ulcer. SAMUEL J. FoGELson, M.D. 


Jiménez, C. P.: Ulcers of the Stomach and Duo- 
denum Perforated into the Peritoneal Cavity 
(Las tilceras perforadas del est6mago y del duodeno 
en peritoneo libre). Rev. méd. de Barcelona, 1932, ix, 
LSt. 

This article is based on ninety cases of perforated 
gastric and duodenal ulcer treated by the author. 
The details of the cases, such as the age, sex, and 
occupation of the patient, the type of the ulcer, the 
time elapsing between the perforation and the 
operation, the site of the perforation, the operation, 
the method of drainage, and the results, are sum 
marized ina table. The youngest patient was seven 
teen years of age and the oldest seventy-one. Kighty 
per cent of the patients were between twenty-one 
and forty-five years old. The majority were operated 
on within from three to seven hours after the per- 
foration. One was operated on after four days and 
died. 
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Surgical operation is always necessary in per- 
forated ulcer of the stomach or duodenum. Statistics 
show that the earlier the operation is performed the 
better the result. In the ninety cases reviewed by 
the author the mortality was 12.3 per cent. In the 
cases in which operation was done within the first six 
hours, it was 3 per cent; in those operated on be- 
tween the sixth and twelfth hours, 47 per cent; in 
those operated upon between the twelfth and 
twenty-fourth hours, 42 per cent; and in those 
operated on after more than twenty-four hours, 70 
per cent. Of the eight deaths occurring in the cases 
in which operation was performed between the sixth 
and twelfth hours after the perforation, two were due 
to bronchopneumonia and six to diffuse peritonitis. 

Ulcers perforating into the peritoneal cavity are 
generally located on the anterior surface near the 
junction of the pylorus and duodenum. A clinical 
diagnosis of perforated gastroduodenal ulcer may be 
made if the patient gives a history of dyspepsia, sud- 
den and violent supra-umbilical pain, and wooden 
rigidity of the abdomen. The symptoms may sug- 
gest appendicitis, but a diagnosis of perforated 
pyloroduodenal ulcer may be made if the beginning 
of the symptoms was abnormally sudden, extremely 
violent pain is present in the supra-umbilical region, 
and the most marked contracture is in the right up- 
per quadrant of the abdomen. The nature of the 
abdominal effusion confirms the diagnosis. 

In eighty of the author’s ninety cases the ulcer 
was sutured in two layers; the suture was re-inforced 
with an omental graft; the peritoneum was cleansed, 
sometimes by irrigation with ether; and subhepatic 
or iliac drainage was established. Gastro-enterostomy 
is always necessary if the suture produces a con- 
tracture. In spite of the good results obtained by 
some surgeons with partial gastrectomy, the author 
believes this operation is indicated in only a limited 
number of cases. 

The article is followed by a bibliography of eight 
pages. Auprey Goss Morcan, M.D. 


Finsterbuch, R., and Gross, F.: The Value of the 
Early Roentgen Demonstration of Spontaneous 
Pneumoperitoneum in Perforated Gastric 
Ulcer and Associated Diseases of the Digestive 
Tract (Der Wert des Fruehzeitigen roentgenolo- 
gischen Nachweis des spontanen Pneumoperitoneum 
bei perforiertem Magengeschwuer und _ sonstigen 
ierkrankungen des Verdauungstraktus). Acta radiol., 
1932, XIll, 507. 

As a result of earlier surgical intervention made 
possible by more accurate and timely diagnosis, the 
mortality from perforated gastric and duodenal ulcer 
has decreased markedly during the last thirty years. 
To the 110 cases of spontaneous pneumoperitoneum 
secondary to perforation of gastro-intestinal disease 
which have been recorded in the literature the 
authors add 36 more. These included 8 cases of 
perforated gastric ulcer, 2 of perforated gastric ulcer 
in which barium had escaped from the viscus, 2 of 
perforated gastric malignancy, 12 of perforated 
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duodenal ulcer, and 3 of ulcer perforation studied 
late, i.e., after seventy-two hours. 

In addition there were cases of perforation se 
ondary to less common causes. Among these were 
a case of rupture of the small bowel by blunt ab 
dominal trauma, a case of gunshot wound of the 
small bowel, 4 cases of perforated intussusception 
following ileus, a case of perforation of the appendiy, 
2 cases of perforation of the gall bladder, and ; cases 
of free gas in the peritoneal cavity following opera 
tion. 

In the 19 cases of peptic ulcer which were clissified 
as early cases because they were studied within 
seventy-two hours after the perforation sub 
diaphragmatic gas bubble was visualized bot!) when 
the patient was standing and when he was reclining 
Free gas in the peritoneal cavity could be demon 
strated in the absence of adhesions with ec al fre 
quency despite a change in the patient’s position 
and the use of different techniques of roenten ex 
amination. The authors recommend a lef lateral 
exposure of the patient as it permits differentiation 
of the smallest quantity of gas from the shadow oj 
the liver, diaphragm, and lateral abdomina! wall 
When the patient lies on his right side the gastri 
gas bubble and a gas-distended left colonic flexure 
make the diagnosis of pneumoperitoneum more difii 
cult. By anteroposterior examination of the patient 
in the recumbent position only large quantities of 
gas can be visualized. The study should not be 
limited to fluroscopy as frequently roentgenograms 
will be necessary to demonstrate extremely small 
collections of gas. 

The so-called ‘‘mirror formation” or reilection 
secondary to irritation of the serosal surfaces from 
contamination by gastro-intestinal leakage was seen 
in ro cases. The diaphragmatic findings are not con 
sistent as there may be elevation or limitation of th 
excursion of the diaphragm or an accumulation 0! 
fluid in the costophrenic angles. 

All previous objections to the roentgen examina 
tion of patients with this condition have been over 
come by the improved technique in which the tube 
is moved instead of the patient. The examinatio! 
is therefore a simple, harmless procedure which is 
extremely valuable to the surgeon in clearing up é 
doubtful diagnosis and preventing serious delay ol 
surgical treatment or unnecessary operatic! 

Of the 23 early cases reviewed, a positive diag 
nosis could be made in 21 (95.2 per cent). | fowever 
absence of spontaneous pneumoperitoneum oes hv! 
eliminate the possibility of perforation. 


SAMUEL J. Foce! M.D 


Clinical Aspects and Treatment of 
Primary Lymphosarcoma of the Stomach and 
Intestines. Ann. Surg., 1932, xcvi, 91! 


Cheever, D.: 


Cheever reviews the literature on tu: 
stomach and small bowel other than carcinoma. He 
calls attention to the confusion which « 
classification of such tumors because 0! 
difference of opinion among pathologists 
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He discusses particularly sixteen cases of lympho- 
sarcoma which were seen in the Peter Bent Brigham 
Hospital, Boston, in a period of nineteen years. The 
neoplasms in these cases constituted 1.63 per cent 
of the malignant tumors occurring in the stomach 
or small bowel. The stomach was involved in nine 
of the cases, and the small intestine in seven. The 
terminal ileum was more often the site of the disease 
than the upper jejunum. The patients were about 
equally divided with regard to sex. Their average 
age was fifty-three and five-tenths years. : 

The tumors are believed to originate in a lymphoid 
follicle of the submucosa and to spread through 
tissue spaces and along the muscular layers of the 
bowel. As the mucosa is involved late, ulceration 
does not occur early. At the point of invasion the 
intestine appears dilated rather than contracted. 
Metastases occur by both the blood and the lymph 
stream. There may be early and extensive involve- 
nent of the lymph nodes. Clinically, lymphosar- 
coma of the stomach cannot be differentiated from 
carcinoma. 

When the small bowel is involved the symptoms 
usually consist of abdominal pains not definitely 
related to the ingestion of food and possibly accom- 
panied by vomiting. Blood may appear in the 
stools, a palpable mass may be felt in the abdomen, 
and X-ray examination shows dilatation of the 
small bowel or some delay in the emptying time. 

The author concludes that irradiation has greatly 
increased the possibilities of treatment. He believes 
that radical excision of the tumor should be done 
when possible, and that many inoperable cases may 
be benefited or even cured by irradiation. He advises 
exploratory laparotomy with biopsy in all cases. 

Haroip Wookey, M.B. 


Jacques, L., Droegemueller, W. A., and Buch- 
binder, J. R.: The Viability of Strangulated 
Intestinal Loops; An Experimental Study. 
Surg., Gynec. & Obst., 1932, lv, 559. 

The authors report experiments carried out on 
logs to establish more accurate criteria than those 
now available for the viability of strangulated loops 
of intestine. The determinations were made on a 
loop of terminal ileum. The strangulation was pro- 
duced in the same way in all of the animals, and 
observations made from eighteen to twenty-four 
hours later. 

The estimations of the viability of the loop were 
based on changes in color, the presence or absence of 
arterial pulsation of the mesentery of the occluded 
loop, the consistency of the wall of the bowel, the 
nature of the exudate, the presence or absence of 
bacteria, and the presence or absence of a facal odor. 
In addition, the reactions to certain special tests 
vere studied, such as bleeding of the bowel when its 
‘all was pricked; the reaction to drugs, particularly 
ilrenalin and pituitrin; the temperature reactions; 

ad the contractions elicited by faradic stimulation. 

The most valuable guides were found to be the 
‘color after release of the strangulation and 
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the consistency of the bowel wall. The absence of 
mesenteric pulsations was not reliable. Of the reac- 
tions to the special tests, the response to electrical 
stimulation was the most valuable. The reactions 
to the other tests were variable and inconclusive. 
Haro_p WookeEy, M.B. 


Cheever, D.: Operative Evacuation of the Small 
Intestine in Paralytic Stasis. Vew England J. 
Med., 1932, ccvii, 1125. 

Cheever reports two cases of ileus in which 
mechanical evacuation of the contents of the 
dilated intestine resulted in apparently marked re- 
lief of the symptoms. These were the two most 
striking examples in a group of eight cases similarly 
treated. In the six others the evacuation was not so 
thorough. The author briefly reviews cases reported 
in the literature in which similar good results were 
obtained. He states that in evisceration of the en- 
tire small intestine the danger of shock may be re- 
duced by wrapping the loops of bowel in a smooth 
wet sheet of rubber dam which is kept warm by the 
application of hot fomentations to its outer surface. 
He advocates evacuation of the entire small in- 
testine by the introduction into the terminal ileum 
of a semirigid tube on which the successive loops 
may be pulled and, if necessary, ‘‘milked."’ He 
states that the danger of peritonitis is slight, and 
that the treatment described prevents abdominal 
distention from the intestinal paralysis and the 
absorption of accumulated toxins. 

ALTON OcHSNER, M.D. 


Matthews, W. B., Delaney, P. A., and Dragstedt, 
L.R.: Duodenal Tuberculosis. A Review of the 
Literature and Report of a Case of Hyperplas- 
tic Tuberculosis of the Duodenum. 
Surg., 1932, XXV, 1055. 


Arch 


In a recent survey of the literature, 105 cases of 
involvement of the duodenum in advanced terminal 
tuberculosis were found, but only 18 cases of duo- 
denal tuberculosis producing local symptoms. Of 
the latter, the tuberculosis was primary in the duo- 
denum or the only apparent active tuberculous lesion 
in the body in 12 and the tuberculous nature of the 
duodenal involvement was verified histologically in 
0. 

French surgeons recognize 4 types of intestinal 
tuberculosis: the ulcerative, the cicatricial, the en 
teroperitoneal, and the hyperplastic. The first 3 
tvpes are stages in the destructive acute tubercu- 
losis so often secondary to advanced pulmonary 
tuberculosis. They are found in from 25 to 90 per 
cent of fatal cases of pulmonary tuberculosis. As a 
rule the tuberculous nature of the lesion is easily 
recognized. 

The hyperplastic type is a rare form which is 
chronic and proliferative and usually co-exists with 
an inactive tuberculous infection elsewhere. It pro 
duces an annular thickening which may be freely 
movable or bound down and often appears very 
much like such hyperplastic processes as pyloric 
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carcinoma, keloid, or lupus. The cut tissue is white 
and firm, and the mucous membrane rugose and 
sometimes ulcerated. Histological examination 
reveals a dense infiltration of round cells mixed with 
fibroblasts and a few epithelioid cells and polymor- 
phonuclear leucocytes. The infiltration is often 
densest in the submucosa. The picture is that of the 
combined effect of a tuberculous and simple inflam- 
mation and is very much like the picture of lympho- 
sarcoma. 

In cases with a history like that of common 
duodenal ulcer the acidity of the gastric juice is 
normal or only slightly increased and the tempera- 
ture is usually normal. The hyperplastic type of in- 
testinal tuberculosis produces a progressive obstruc- 
tion with its characteristic symptoms. 

Except in cases of advanced generalized tuber- 
culosis, radical excision or gastro-enterostomy, de- 
pending upon the degree of involvement, is the treat- 
ment of choice. 

The authors report a case of hyperplastic tuber- 
culosis of the duodenum with symptoms of obstruc- 
tion in which an operation was performed for 
supposed carcinoma of the stomach. 

. Roy A. LunpBiap, M.D. 


Kantor, J. L.: Roentgen Diagnosis of Diseases and 
Abnormalities of the Colon. Radiology, 1932, 
xix, 269. 

The colon may be examined roentgenologically by 
observing the passage of an opaque meal through it 
or distending it with an opaque enema. These 
methods supplement each other and both are needed 
for a complete investigation. The former should be 
used first in most cases and is best suited for the 
study of colonic function and the identification of 
such special conditions as atony, spasticity, irri- 
tability, and the various forms of constipation. 
Observations are made five, nine and twenty-four 
hours after the ingestion of a barium meal and there- 
after at intervals of twenty-four hours until the 
colon and rectum are entirely free from the opaque 
material. Then, after the colon has been thoroughly 
cleansed by saline enemas an opaque enema is ad- 
ministered to obtain information relative to colonic 
form. Observations are made also immediately 
after the evacuation of this enema. In selected 
cases additional information may be obtained by 
injecting air into the colon after the opaque enema 
has been evacuated or by using the compression 
methed of Berg with minimal amounts of opaque 
material. The author describes the various pro- 
cedures used by him in detail. 

The anatomical and roentgenological aspects of 
the normal colon are described at some length. Such 
organic diseases as obstruction, tumors, colitis 
gravis, tuberculosis and other ulcerative processes, 
and appendicitis are discussed in detail both as to 
the best methods for obtaining desired information 
relative to them and the findings they present. 
Brief mention is made of such relatively rare findings 
as actinomycosis, fistula, non-specific granuloma, 
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morphine hunger, and foreign bodies. Of the fun 
tional disorders, constipation and irritable colon ar 
given consideration. Anomalies of size, length, rota 
tion, descent, and fixation, and diverticulosis are 
also described. ApoLpH Hartunc, \I.) 


Hjelmman, G.: Clinicostatistical Contributions on 
the Question of Appendicitis (Klinisc))-statis. 
tische Beitraege zur Appendicitisfrage). 410 /u S» 
med. Fennicae Duodecim, 1932, B xvii, No. 

The author has made a clinicostatisical ana! \sis of 
the cases of appendicitis treated in the First Surgical 
University Clinic and the Maria Hospital in | \elsing 
fors in the ten-year period from 1921 to 19; 

According to the form of the appendicitis the 
5,287 cases may be divided into the following 
groups: acute uncomplicated cases, 3,351; periap- 
pendicular abscess, 580; diffuse peritonitis, ;84; in- 
terval cases, 581; and so-called chronic casvs, 291 
The findings of this study and the conclusions drawn 
from them are summarized briefly as folloy 

Appendicitis occurs with about equal fre uency 
in both sexes, but perforation is more common in 
males than in females. r 

The average age of the males whose cases are 
reviewed was twenty-seven and a half years, «nd the 
average age of the females, twenty-six nd six- 
tenths years. About two-thirds of the patieits were 
between the ages of sixteen and thirty-five years. 

There is a definite increase in the incidence of the 
condition in the spring of the year. 

In more than one-third of the acute uncomplicated 
cases operated upon within the first twenty-four 
hours there was no increase in the temperiture at 
the time of the patient’s admission to the hospital 


Women appear to react with an increase in the tem 


perature more rapidly than men. A great difference 
between the axillary and rectal temperature in the 
initial stage of acute appendicitis is by no means 
constant. 

In acute uncomplicated appendicitis the prog- 
nosis does not depend upon whether operation is 
performed within or after the first forty-eig!t hours 
An acute appendicitis in which there is no perl 
appendicular abscess can always be operated upon, 
regardless of the length of time since the |eginning 
of the attack. When the diagnosis of uncomplicated 
appendicitis can be made with certainty | here is no 
increase of risk after the first forty-eight hours. _ 

Abscess formation is not rare even in very ear) 
stages of the disease. Therefore the d 
uncomplicated acute appendicitis must be made 
with great caution before the end of the ‘irst forty: 
eight hours and especially after that lengi) of time 

In more than one-third of the cases of ge: eral per 
tonitis reviewed perforation occurred wit!» the tirst 
forty-eight hours after the beginning of {/e attach. 

In a study of the total number of cases treate’ 
surgically in the acute stage a rapid increse in the 
mortality with every day of delay was e it. The 
mortality rose from 0.88 per cent on the ‘rst day! 
5.26 per cent on the fourth day. 
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Even though the complications (local and general 
peritonitis) occur decidedly more often in children 
under lifteen years of age than in adults, no differ- 
ence in the mortality could be demonstrated in the 
two groups. Only when the cases of patients be- 
tween the ages of forty-one and eighty years are ex- 
cluded and the mortality of children up to ten years 
of age is compared with that of patients between the 
ages of eleven and forty years is it possible to deter- 
mine with certainty a somewhat higher mortality in 
these two five-year periods of childhood. 

Between the ages of fifty-one and eighty years 
perforations occur relatively more often than at 
earlier ages. The frequency of this complication is 
associated with a distinct increase in the mortality. 

The frequently reported higher mortality among 
males was not demonstrable in the cases reviewed 
although local and general peritonitis developed 
more frequently in males than in females. The 
theory that males succumb to peritoneal infection 
more readily than females was therefore not sup- 
ported. 

In the total number of cases the mortality was 
2.42 per cent; in the acute uncomplicated cases, 0.69 
per cent; in cases of peri-appendicular abscess, 4.14 
per cent; in cases of general peritonitis due to ap- 
pendicitis, 15.29 per cent; in interval cases, 1.04 per 
cent; and in cases of chronic appendicitis without 
acute attacks, 0.34 per cent. If only the surgically 
treated cases are considered, the total mortality was 

2.67 per cent. 

In the decade from 1921 to 1930, the mortality 
of appendicitis showed no tendency either to rise or 
to fall. Louis NEuweELT, M.D. 


Ryle, J. A., Rayner, H. H., Morley-Fletcher, H., 
Davies-Colley, R., and Others: Discussion on 
the Treatment of Acute Appendicitis. Proc. 
Roy. Soc. Med., Lond., 1932, xxvi, 181. 

RyLE said that the problem of when and when not 

‘0 operate cannot be solved by statistical tables. 

It requires experience and a study of the clinical 

records of many carefully observed cases. The de- 

velopment of surgical judgment has not advanced 
equally with the improvement of surgical technique. 

Many physicians are embarrassed by the multitude 

oi diagnostic and therapeutic measures available. 

Many surgeons have been embarrassed by their very 

ability to operate and the lessened immediate risks 

ol surgery and anesthesia. Experience supports the 

general opinion of surgeons that the obstructive type 

of lesion leading to gangrene is far more dangerous 
than the inflammatory type. In Wilkie’s opinion, 

0 per cent of the deaths from acute appendicitis are 

‘ue to acute obstruction of the appendix. Most 
cult to determine is the best method of treating 

‘ases of ileus or intestinal obstruction consequent 

‘pon acute appendicitis. In such cases operation is 

‘requently fatal. Ryle asked whether it might not 

be possible to tide some of the patients over for a 

“W more days until better localization of the in- 

‘tion occurs. Experience suggests strongly that 
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the majority of deaths from acute appendicitis are 
still due to delay in diagnosis with or without the 
added evil of purgation. In the various types of 
cases the following procedures may be relied upon 
with safety: 

1. Cases of subsiding inflammation and those of 
recurring subacute appendicitis: the interval 
operation. 

2. Cases of circumscribed abscess: simple drain 
age by the most favorable path, at the most favor- 
able moment, and with minimal exploration. 

3. Cases of Wilkie’s obstructing type with its 
threat of dangerous gangrene, and cases of the acute 
inflammatory type seen in the earliest phase: earli- 
est possible operation. 

4. Late cases of uncertain type with distention 
and symptoms indicating intestinal obstruction: a 
consultation between surgeon, physician, and general 
practitioner to determine whether immediate action 
or delay would be with less risk. 

In every case the treatment, whether medical or 
surgical, requires a proper appreciation of the patho 
logical changes. 

RAYNER called attention to the frequent assertion 
that surgery has made little progress in the treat 
ment of acute appendicitis during the past twenty to 
thirty years. He said that this statement is based on 
mortality returns and does not allow for the in- 
crease in the frequency of diagnosis which has fol- 
lowed the increase in our knowledge of the disease. 
The figures of 2 large general hospitals show that 
the number of deaths per year has been decreased by 
more than half while the number of cases has been 
notably increased. The improvement is due in part 
to earlier diagnosis and operation and improvement 
in operative technique and judgment. In a series 
of 433 cases of acute appendicitis treated in the ten 
year period ending in 1903, there were 182 deaths, 
a mortality of 42 per cent and the incidence of early 
cases was only 3 per cent, whereas in a series of 
1,755 cases operated upon nearly twenty years later, 
in the ten-year period ending in 1920, there were 06 
deaths, a mortality of 4.9 per cent, and the incidence 
of early cases was 76 per cent. _ 

An acutely inflamed appendix may perforate at 
any time from three hours to three days after the 
first symptoms appear. In cases in which operation; 
is performed before perforation has occurred the 
mortality does not exceed 11 per cent and the in 
cidence of postoperative complications is pro 
portionatcly low. Hence it is the duty of the surgeon 
to emphasize the importance of early surgical treat 
ment. It is only by early operation that the patient 
with acute obstructive appendicitis perforating 
after a few hours can be saved. There is no more 
important operation than the removal of a gan 
grenous appendix intact. Of all life-saving opera- 
tions, it is the safest. Patients seen for the first time 
on the third day of an attack or later may be divided 
into the following 3 groups: (1) those in whom the 
attack is subsiding, (2) those with evidence of local 
ized peritonitis, and (3) those with clinical evidence 
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of general peritonitis. It is generally agreed that in 
cases in which the attack is subsiding operation 
should be postponed. In cases with general peri- 
tonitis, Rayner delays operation only sufficiently to 
improve the patient’s condition. The treatment of 
cases with localized peritonitis with or without a 
palpable mass requires careful judgment. In from 
50 to 60 per cent of such cases the condition will 
quiet down in from one to two weeks under proper 
medical management and an interval appendectomy 
may be performed safely a few months later. In the 
few cases in which it does not quiet down, it will 
form localized abscesses requiring incision and pro- 
longed drainage. Rayner prefers to operate in these 
cases under spinal or nitrous oxide oxygen anzs- 
thesia instead of ether or chloroform anesthesia. 

Mor.eyY-FLETCHER quoted Sir James Berry as 
saying that he deprecated the present practice of 
operating immediately in all cases of appendicitis. 
While the statistics of the large London hospitals 
show a remarkable reduction in the mortality in 
acute appendicitis, the Surgeon General’s returns 
for the whole country show a decided increase in the 
mortality. Morley-Fletcher is of the opinion that in 
appendicitis in children immediate operation is in- 
dicated as it is not uncommon to find the adjacent 
lymph glands hyperplastic and even caseous. It is 
his practice to remove the enlarged lymph nodes at 
the time he removes the appendix in order to protect 
the patient from subsequent tuberculous peritonitis. 
When the patient is first seen after the third or 
fourth day of the attack and is still in good condition, 
the pulse is quiet, and the temperature is falling, he 
prefers to delay operation. He emphasized the im- 
portance of maintaining semistarvation and absolute 
rest and avoiding the use of purgatives and enemata. 

Davirs-CoLLey said that there are few who do 
not regard it as advisable to operate within forty- 
eight hours after the diagnosis has been made. He 
is opposed to delaying operation in the middle period 
as he believes this would put the profession back 
twenty years to the period of general peritonitis, 
pyelephlebitis, and subphrenic abscess. He is of the 
opinion that the high mortality in appendicitis is 
often due to poor surgical technique and judgment. 
If the symptoms and signs do not clearly point to a 
diagnosis of appendicitis and if there is doubt as to 
whether or not peritonitis is of pelvic origin he be- 
lieves it is safer to await developments than to 
operate at once. 

FINLEY stated that in the cases of children im- 
mediate operation is advisable. He emphasized the 
importance of ruling out pneumonia, acute nephritis, 
pyelonephritis, and cystitis. 

Mor ey said that removal of the appendix during 
the first day of the attack is the ideal procedure and 
can in no way be classed as meddlesome surgery. 
He emphasized the fact that during the early hours 
of an attack the only complaint is a diffuse colicky 
pain across the center of the abdomen. The local 
rigidity and the tenderness in the right iliac fossa 
often do not develop until several hours later. 
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Occasionally acute fulminating peritonitis occurs 
within twenty-four hours after the onset of thx symp 
toms of appendicitis. The most common cause of ob- 
struction of the appendix is a fecal concretion, (0; 
great importance in the course of the disease after 
perforation is the relative position of the appendix 
in the abdomen. Perforation of the appendix into 
the retrocecal fossa or on the outer side of the cecum 
is more likely to give rise to an abscess which js 
localized than perforation occurring into the pelvis 
or near the terminal ileum. Under the latter con- 
ditions intestinal obstruction is more apt to compli 
cate the picture. Morley believes that spina! anas 
thesia is superior to general anesthesia as it gives 
better muscular relaxation and enables the surgeon 
to operate with much less trauma and with less 
danger of causing diffusion of the septic material. 

BROWN stated that under no circumstance should 
an abscess cavity in a child be manipulated. The 
surgeon should be content to place a drainage tube 
or, better, to wait until the end of the first week until 
immunity to the micro-organisms has dev¢|oped. 

Cope said that while it is usually safe 1 operate 
early in acute appendicitis, there are cases \\ ith earl 
palpable abscess formation in which it is wiser to 
wait for immunity with walling off of the abscess 
Delay is often advisable also in cases o/ general 
peritonitis. 

Lett closed the discussion with the statement that 
in 1,000 cases of appendicitis treated in the London 
Hospital in the years from 1got to 1904 the average 
operative mortality was 24 per cent; in 166 cases 
with general peritonitis it was no less than 76 per 
cent; and in 94 per cent of the cases the acute ap- 
pendicitis was complicated by abscess general 
peritonitis. In a similar series of 1,000 cases treated 
ten years later, after the importance of early opera 
tion had become generally recognized, the incidence 
of abscess or general peritonitis was only 45 per cent 
and the average mortality dropped from 24 to 4.3 
per cent. Joun W. Nuzeu, M.D 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 
Lénnerblad, L.: Cases of Spontaneous 
Biliary Fistula (Faelle von spont: 
Gallenfistel). Acta radiol., 1932, xiii, 5 


Internal 
innerer 


After reviewing forty previously published cases 
of internal biliary fistula which were diagnosed b\ 
X-ray examination, the author reporis two suci 
cases observed by himself. In one o! the latter 
there was a fistula leading from the gal! |)ladder \ 
the colon. In the other a duodenal ulcer had per 
forated into the common duct. 


Robertson, W. E., Swalm, W. A., and Konzelmann, 
F. W.: The Functional Capacity of the Liver: 
Comparative Merits of the Five Most Popular 
Tests. J. Am. M. Ass., 1932, xcix, 20 

rits of the 


The authors discuss the comparative ! it 
city of the 


5 most popular tests of the functional ca} 
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liver. They believe that only in an emergency should 
a patient be operated upon without a preliminary 
determination of the function of the liver. They ad- 
vise a functional test of the liver as a routine pro- 
cedure in cases of disease of the biliary tract, hepatic 
cirrhosis, malignancy of the alimentary tract, and 
all marked gastro-intestinal disturbances which 
might require surgery. In cases with liver dysfunc- 
tion, ether and chloroform anesthesia should be 
avoided and the patient should be given buffered 
dextrose by vein and a diet consisting only of milk 
and carbohydrates. When organic arsenicals are 
given liver function tests should be made to check 
the eflect of these drugs. They are an aid in prognosis 
as they reveal the value of dietetic and other thera- 
peutic measures. In pre-ascitic cases of hepatic 
citrhosis they disclose the severity of the disease. 

One of the most valuable tests of liver function is 
the icteric index. The Van den Bergh test has no 
decided advantages over it. A 5-mgm. dose of 
bromsulphalein agreed with the icteric index most 
irequently. The galactose-tolerance test was found 
of value in certain cases of cardiac disturbances and 
abdominal malignancy. The authors believe that 
the urobilinogen test is of little value as an index of 
liver function. 

Of the 118 cases studied with one or more tests, 
31 came to operation. In all of the latter the cor- 
rectness of the tests was proved. In 2 cases the 
results of the tests were confirmed by biopsy and 
autopsy. ROBERT ZOLLINGER, M.D. 


Curtis, A. H.: Adhesions of the Anterior Surface of 
the Liver. J. Am. M. Ass., 1932, xcix, 2010. 


During the last five years the author has noticed 

that patients with gonococcal tubal disease very 
often complain of pain in the region of the liver which 
resembles that of pleurisy. At operation in cases 
vith such pain he has found, on the anterior surface 
oi the liver, adhesions of the “ violin-string’”’ type 
vhich he believes were responsible for the pain. 
\dhesions of the same type may be present also after 
almost any peritoneal infection. They have been 
ound in cases of chronic inflammation of the appen- 
dix, bilateral hydrosalpinx, adenocarcinoma of the 
uterus, uterine fibroids, cholelithiasis, and tubercu- 
lous salpingitis. However, they appear to be char- 
acteristically indicative of gonococcal infection. 
_ Curtis therefore concludes that in cases with a 
ustory of pain in the right upper quadrant of the 
abdomen an examination should be made for co- 
txlstent pelvic disease. Roy A. Lunpsiap, M.D. 


Vergoz and Hermenjat-Gerin: Rupture of Amcebic 
Abscesses of the Liver into the Serous Cavities 
Pleura, Peritoneum, and Pericardium (De la 
tupture des abscés amibiens du foie dans les cavités 
streuses—plévre, péritoine, péricarde). Rev. de chir., 
Par., 1932, li, 680. 


’ The difficulties of diagnosis of amoebic abscess of 
the liver are considerable because of the concealed 
bosition of the liver and the intimate relations of 
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that organ to the surrounding viscera. The abscess 
often evolves silently until it ruptures into a neigh- 
boring structure and causes acute symptoms. This 
article deals only with the complications produced by 
migration of the abscess into the peritoneal cavity, 
the pleural cavity, and the pericardium. 

Rupture into the pleural cavity was first described 
in 1829 and 1836 by Duplay and Behier. At about 
the same time Balme-Dugarrey observed a rupture 
into the peritoneal cavity. In 1856 Gaillard reported 
a liver abscess complicated by pleurisy and peri- 
carditis. Since then, numerous studies of these com- 
plications have been reported. They all show that 
extension to the pleura is most common and exten- 
sion to the pericardium least common. 

The abscess of the liver is usually single. It begins 
as a necrotic nodule which soon becomes an abscess 
limited by granulation tissue. With enlargement of 
the abscess there is a parallel development of the 
encysting membrane. If the surface of the liver is 
reached, Glisson’s capsule thickens and becomes ad- 
herent to adjacent structures. If the abscess evolves 
rapidly, the adhesions may be inadequate and free 
rupture into the peritoneal cavity, the pleural cavity, 
or the pericardium is favored. If the pleural cavity 
is obliterated, free rupture may occur into a bron- 
chus. 

The frequence of migration into the thorax is ex- 
plained by the fact that the abscess occurs most 
often on the convex and posterior portions of the 
right lobe of the liver. The authors’ statistics based 
on eighty collected cases show that the abscess oc- 
curred in the right lobe in sixty-four cases, in the left 
lobe in fifteen cases and in the quadrate lobe in one 
case. In thirty-nine cases it migrated into the 
peritoneal cavity, in twenty-eight cases into the 
pleural cavity, and in thirteen cases into the peri 
cardium. Of the invasions of the peritoneal cavity, 
twenty-three remained localized, resulting in seven 
subphrenic and sixteen subhepatic abscesses. In 
sixteen cases there was a generalized peritonitis. 

Subphrenic abscesses may reach the size of an 
infant’s head. Subhepatic abscesses are usually 
smaller and often multilocular. Extensions to dis- 
tant regions of the abdomen may occur and, reach- 
ing the right iliac fossa, may simulate an appendiceal 
abscess. The hepatic abscess remains in communica- 
tion with the secondary abscesses by an orifice of 
variable size, a mere fissure or an opening admitting 
a finger. Its contents are a chocolate-brown fluid in 
which purulent masses are suspended. At operation 
the decision between primary closure and drainage 
of the peritoneal focus depends upon whether bacte- 
ria are present in addition to the ameebe. 

The hepatic abscess is usually, but not always, 
solitary. It may completely excavate the right lobe, 
leaving only a thin shell of parenchyma. The walls 
of the abscess are irregular and friable. 

In the authors’ opinion the abscesses which some 
surgeons have believed to be primary in the peri 
toneal cavity are explained by the evacuation and 
healing of a lesion primary in the liver. 
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Following free rupture of an abscess into the peri- 
toneal cavity the symptoms are those of peritonitis 
such as results from the perforation of any viscus, a 
gastric ulcer, or a pyosalpinx. Unless something is 
known of the patient’s previous history, an etiolog- 
ical diagnosis is impossible. However, the point of 
maximum tenderness is always found over the liver. 
Abscesses resulting from localized ruptures also lack 
distinctive features. Subphrenic extensions produce 
the usual cough and pain in the base of the thorax 
with radiations to the shoulder and the base of the 
neck. 

Migration to the thorax is usually preceded by an 
obliterative pleurisy. When once the diaphragm has 
been penetrated, further extension occurs into the 
lung. The usual termination is rupture into the 
primary bronchus. The abdominothoracic com- 
munication may be a small tear or a vast defect in- 
volving the entire right half of the diaphragm. When 
the suppuration extends rapidly, pleural adhesions 
may be absent and the hepatic abscess is evacuated 
into the pleural cavity. When there is secondary 
infection, pyopneumothorax results. Less frequently 
the empyema is limited to the costodiaphragmatic 
angle. Of the cases reviewed by the authors, the 
suppuration was encysted in seven and generalized 
in twenty-one. The lung may be collapsed, con- 
solidated, or completely destroyed. 

During the initial stages of the process the symp- 
toms are those of an intense diaphragmatic pleurisy. 
Symptoms of empyema then gradually develop. 
However, if the pleura is suddenly flooded, death 
may occur within a few hours. Empyema necessita- 
tis is not uncommon. The differential diagnosis is 
often difficult. Puncture is frequently inconclusive 
because the pus is not invariably of the ameebic type. 

Invasion of the pericardium is quite rare, and is 
becoming even less frequent with earlier recognition 
and treatment of amcebic hepatitis. In 1895 Bertrand 
and Fontan were able to collect only thirteen cases. 
There are two explanations for the rarity of the 
condition: (1) the rarity of abscess of the left lobe 
of the liver, and (2) the fact that the pericardium is 
situated above the resistant aponeurotic portion of 
the diaphragm. The pericardium is usually involved 
slowly, and the initial stage is a serous effusion with 
all of the usual signs and symptoms. Following 
sudden inundation, death occurs within a few 
minutes or a few hours. 

The treatment of amcbic suppuration has been 
completely changed by the introduction of emetin. 
The function of surgery is now reduced to evacuation 
and drainage. Secondary infection is uncommon, 
and primary closure is possible in the vast majority 
of cases. At every operation the pus should be 
examined microscopically. Operation should be so 
planned that the hepatic collection can be evacuated 
with the secondary abscess. When there is a 
pyothorax the opening in the diaphragm should be 
identified and enlarged and the liver evacuated 
through this route. When possible, the diaphrag- 
matic breach should then be sutured. In the 


presence of secondary infection the abscess shou! 
be marsupialized by suturing the borders of th 
diaphragmatic wound to the thoracic incisiop 
Drainage of the pleura should be assured }y a +i 
resection immediately above the intercostal! incision 

To date no intervention has been done on th 
pericardium, operation always being limited 
drainage of the liver. The uniformly poor resy}s 
have led to the conclusion that it would be advisah| 
to perform a pericardotomy which would permi 
evacuation of the hepatic abscess at the same time 
The standard operations for exploration of th 
pericardium are unsuitable, being too high and no 
giving access to the liver. Larrey’s route is recom 
mended. By an incision upward along the !c/t costa! 
margin to the xiphoid and vertically to detach the 
fifth and sixth costal cartilages, the pericar ium and 
abdomen are opened at the same time, the latter 
over the left lobe of the liver. The cartilages ar 
reflected by sectioning the sternum in the midline 
After evacuation of the pericardium ani hepati 
abscess, the former is closed and the l:iter mar 
supialized provided there is no secondary infectio: 
If secondary infection is present both pericardium 
and liver are drained. 

The article is concluded with a review of eight 
cases collected from the literature, some o/ which ar 
recorded in detail and others merely list: 

There are five illustrations showing the path 
logical anatomy and the operative techni jue 

ALBERT F, De Gi M.D 


Magner, W., and Hutcheson, J. M.: Cholecystitis. 
Canadian M. Ass. J., 1932, xxvii, 460 


The findings of bacteriological examination of gall 
bladders removed at operation were as |«llows: 


All gall bladders: 200 specimens, positi\ 
95 per cent. 
Bacteria 
Typical streptococci 
Atypical streptococci. . 
Bacillus coli 
Staphylococci. 
Other bacteria 
Cholecystitis: 167 specimens, positive cul! 
cent. 
Bacteria 
Typical streptococci 
Atypical streptococci 
Bacillus coli. ....... 
Staphylococci... . 
Other bacteria 
Fibrosis of the gall bladder: 33 specime! 
tures in go per cent. 
Bacteria 
Atypical streptococci 
Typical streptococci........ 
Bacillus coli 
Staphylococci 
Other bacteria 


In all cases cultures were made {1 the gi 
bladder wall, including the mucous membrane 
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Typical streptococci produced smooth, non- 
hemolytic, colorless or green colonies on blood agar 
and were killed by exposure to the action of bile. 
\typical streptococci formed rough, non-hemolytic 
white colonies and were not killed by the action of 
bile. 

[he majority of staphylococci were of the albus 
variety and were Classified as contaminations. 

The bacillus coli was assumed to be a secondary 
invader and without etiological importance. 

There was no significant difference in the results 
of cultures from the whole thickness of the gall- 
bladder wall and those of cultures of the submucous 
laver. 

An attempt was made to determine whether 
chronic cholecystitis could be produced in rabbits 
by the injection of organisms isolated from human 
vill bladders. The results were as follows: 

Injection of typical streptococci. Cystic duct not ligated 

Ex- _ In- 
periments jections 


Cholecystitis 
Site of injection produced i in 
Gall-bladder wall I 
Gall-bladder lumen I 
Right lobe of liver I 
Wall of duodenum I 
Wall of appendix.......... I 
Portal vein I 
Ear vein. . . 1-8 


On oO OO KW 


Injection of typical streptococci after ligation of 
cystic duct 
Ex- In- 
periments jections 


Cholecystitis 
Site of injection produced in 
(all-bladder wall 
Gall-bladder lumen 
Right lobe of liver 
Wall of duodenum. 
Wall of appendix 
Portal vein 

Lar vein 
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Injections of atypical streptococci into the gall- 
bladder wall, the gall-bladder lumen, or the portal 
vein failed to produce signs of cholecy stitis, while 

nections of bacillus coli into the wall of the gall 
badder led to the development of an acute gan- 
grenous cholecystitis. 

Simple ligation of the cystic duct caused atrophy 

of the gall-bladder mucosa and slight fibrous thick- 
ening of the gall-bladder wall. In 1 of 8 such experi- 
ments calculi were found in the fibrosed gall bladder. 
In another, the gall bladder showed a true chronic 
cholecystitis. Ligation of both cystic duct and 
blood vessels produced necrosis of the gall-bladder 

‘all accompanied by a polymorphonuclear infiltra- 
tion of the necrosing tissues—the picture of acute 
gangrenous cholecystitis. 

Chrotic cholecystitis was found as a naturally 

urring disease in 2 of 200 untreated rabbits. 
Norman G. Parry, M.D. 


Balice, G.: Recent Researches on the Regenera- 
tion of the Gall Bladder and a Vindication of 
Some Personal Concepts Regarding the Sur- 
gical Treatment of Cholelithiasis (Ulteriori 


309 


ricerche sulla rigenerazione della vescichette biliare 
e rivendicazione di alcuni concetti personali sulla 
cura chirurgica della litiasi colecistica). .lan. fal 


di chir., 1932, Xi, 1004. 


In experiments on dogs the author found that fol 
lowing removal of the gall bladder with preservation 
of a portion of the cystic duct, a rudimentary new 
gall bladder frequently developed from the cystic 
duct pedicle, and following the removal of the gall 
bladder and the entire cystic duct the scar on the 
common duct became slightly dilated. 

The opinions of various surgeons regarding the 
treatment of cholelithiasis are reviewed. Balice be- 
lieves the gall bladder should be removed only when 
it is so severely damaged that complications would 
develop if it were not removed. When it is not 
severely diseased it should be drained as under such 
circumstances drainage may be followed by a return 
to more or less normal function. 

PETER A. M.D. 


Rost, 


McIndoe, A. H.: Delayed Hemorrhage Following 
Traumatic Rupture of the Spleen. Bril. J. 
Surg., 1932, XX, 249. 

The author cites a series of cases of late hamor- 
rhage following what were apparently insignificant 
injuries. He emphasizes that when an injury is only 
slight or moderately severe, symptoms are usually 
entirely absent so that within a few days all recollec 
tion of the accident will pass from the patient’s 
mind. However, in almost all of the cases reviewed 
which were seen early after a trivial accident there 


was pain in the region of the spleen which varied 
from mere discomfort to severe stabbing paroxysms 


of great intensity. In lesions in the vicinity of the 
diaphragm the significance of this pain as indicative 
of subcapsular rupture of the spleen is of great im 
portance. 

Following an abdominal contusion the presence 
of rigidity not limited to the injured point is a clear 
indication for immediate laparotomy. 

In the cases reviewed, the duration of the dis 
ability occasioned by the initial injury depended 
more on the associated injury than the splenic 
trauma and the association of the subcapsular or 
perisplenic bleeding. Many of the patients returned 
to work after one or more days. It is significant that 
most of the patients were not entirely free from 
symptoms when they returned to work. 

In contradistinction to the so-called spontaneous 
rupture of the spleen, which occurs usually in the 
pathological organ, this accident occurred in the 
cases reported almost exclusively in the normal 
spleen. Of the forty-six collected cases, malaria was 
present in only two. 

Primary injuries of the spleen are classified into 
the following groups: 

t. Minor superficial capsular rupture or slight 
splenic contusion producing parenchymal ecchy 
mosis. 

2. Intrasplenic hematoma and subcapsular hem- 
orrhage without capsular rupture. 
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3. Capsular and parenchymal rupture with peri- 
splenic hematoma. 

In the cases reviewed the convex surface and the 
posterior border of the spleen were most commonly 
involved. The hilum was seldom the site of the 
secondary rupture. When injury occurs at this site 
it involves important vessels which bleed furiously 
and there is little tendency for the hemorrhage to 
cease. In many of the cases reviewed the lesions 
were multiple, both surfaces of the spleen being 
affected. The frequency with which a tongue of 
omentum insinuated itself between the margins of 
the rupture or applied itself over the wound was 
striking. The omentum was usually found to be 
blackened, swollen, and infiltrated with old blood. 
The union was at first rather fragile, but later was 
firmer and less easily separated. 

Immediate and temporary hemostasis is brought 
about more commonly by omental plugging com- 
bined with the tamponing effect of the subjacent 
clots. In the cases reviewed the defensive reaction 
of the peritoneum caused coalescence of the various 
organs, which appeared more or less infiltrated with 
blood, and produced an enclosure preventing diffus- 
ion of the blood and peritoneal flooding and aided 
materially in limiting further bleeding. However, 
no true cyst was formed, and except in one case 
no trace of a capsule could be discovered. 

At operation performed for secondary haemorrhage 
the spleen is often found to be in multiple frag- 
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ments. This condition is explained by violent force 
of the secondary hemorrhage. 
Roscok R. GRvnwiu, \D 


Eliason, E. L., and Ferguson, L. K.: Splenectomy 


in Purpura Hemorrhagica. .lnn. 1 
xcvi, 801. 
The authors review the literature on splenectomy 


in purpura hemorrhagica and to the 205 cases co 
lected by others they add 5 cases of their o 


Purpura hamorrhagica is a disease causing « re 
duction in the blood platelets and a distu: ce of 
the entire reticulo-endothelial system. [t has not 
vet been proved that the spleen is the organ at fault, 
The diagnosis must be established definitely before 
splenectomy is considered. The therapeutic indica 
tions are control of the haemorrhage and al of 
the cause. In the acute and recurring cases splenec 
tomy appears to be the most effective mea con 
trolling the hemorrhage. Early operatio: ide 
quate pre-operative preparation by tran on are 
imperative. The best prophylaxis against recurrence 
is the removal of foci of infection. 

In the 213 cases reviewed the operative mortality 


was 13.1 per cent, but in 113 cases treated 


four vears it was 7.08 per cent. In 35 cases of acute 
purpura, it was 34.3 per cent, but in the la cases 
of this type it was 13.6 per cent. In 1/ ses ol 


chronic purpura it was 7 per cent. 
J. Frank Doi 
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UTERUS 


Seisser, F.: Wounds of the Uterus and Their Treat- 
ment (Ueber Uterusverletzungen und ihre opera- 
tive Behandlung). Zéschr. f. Geburtsh. u. Gynaek., 
1932, Cili, 130. 

The author reports on thirty-two cases of severe 
perforation of the uterus seen during the past ten 
vears. Nine were cases of rupture of the uterus dur- 
ing labor; twenty-one, cases of perforation from 
abortion; and two, cases of perforation due to 
gynecological procedures. Of the nine uterine rup- 
tures, only one was spontaneous, four were incom- 
plete, and five were complete. All of the women 
with uterine rupture had fever before the operation. 
Five, in whom the rupture was recognized immedi- 
ately, were saved. The four others, who came to 
operation from four and one-half hours to eighty- 
five hours after the rupture, died from haemorrhage 
or peritonitis. Of the twenty-three patients with 
perforation not due to labor, fourteen were cured. 
In the cases of thirteen, the perforation was recog- 
nized and the patient sent to the clinic immediately. 
The deaths occurred in the cases in which the woman 
came to the clinic after several days (up to nine 
days) after the perforation had occurred. The per- 
forating agents included forceps, the curette, sounds, 
catheters and the finger. 

The author believes that radical operation is in- 
dicated. He considers freshening and suturing of the 
perforation with preservation of the uterus too 
dangerous as all cases of abortion occurring outside 
of the hospital must be considered infected. To pre- 
vent perforation of the uterus it is most important 
to have the abortion treated by a specialist. Out- 
side of the hospital febrile abortion should always be 
treated conservatively. If operative intervention is 
necessary the patient should be sent to the hospital. 
\ prerequisite for instrumental intervention is sufli- 
cient dilatation of the cervix. During the curettage, 
oxytocic drugs should be administered. Perforation 
cannot always be avoided. When it is recognized 
or even suspected the patient should be taken to the 
hospital immediately. KESSLER (G). 


Frank, R. T.: Fibromyosis; An Unclassified Plexi- 
form Endolymphatic Proliferation of the 
Uterus. Am. J. Cancer, 1932, xvi, 1326. 


The author’s findings in three cases of fibromyosis 
ind conclusions drawn from them are summarized 
ay follows: 

1. Diffuse endolymphatic fibromyosis of the 
tetus, although rare, appears to be a distinct 
entity, 

2, The onset of the condition is characterized by 
marked and repeated uterine hemorrhages. 
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3. A slow uniform and symmetrical enlargement 
of the uterus occurs. In the cases reviewed, the size 
of the uterus at the time of operation varied from a 
size somewhat greater than normal to that of a 
grapefruit. 

4. On the basis of the clinical findings a diagnosis 
of myoma or adenomyoma is warranted. 

5. At operation, the findings justify a similar 
diagnosis. Consequently, supravaginal hysterec- 
tomy should be performed. 

6. From the gross specimen, the surgeon and 
pathologist makes the diagnosis of diffuse ade- 
nomyosis or functienal fibrosis. No myomata are 
present, the uterine walls resembling those seen in 
hypertrophy of the uterus from continued excessive 
functional stimulation. 

7. Microscopic study shows diffuse endolym- 
phatic distribution with no evidence of the primary 
site. In the cases studied, perilymphatic and extra- 
lymphatic extension took place secondarily and in 
only a few areas. In only one section were’ tumor 
cells found in a vein. The invasion or growth in the 
lymph spaces is unaccompanied by destruction of 
the lymphatic endothelium or lymphatic wall. All 
three of the growths studied showed a plexiform mode 
of extension, a cell type resembling that of the stroma 
of the endometrium, and absence of polymorphism. 

8. The endometrium is normal throughout. 

g. This type of neoplasm seems to grow slowly 
and to exhibit only a moderate degree of clinical 
malignancy. In the first case studied, seventeen 
years elapsed before death occurred. 

10. No final conclusion as to radiosensitivity can 
be offered as yet. Goonricu C. Scuaurrier, M.D. 


Fusco, G.: Experimental Cancer of the Uterus and 
the Vagina (Cancro sperimentale dell’utero e della 
vagina). Arch. di ostet. e ginec., 1932, XXXiX, 315. 

The problem of producing cancer in experimental 
animals is not a new one. However, many technical 
difficulties are encountered when the attempt is 
made to produce cancer of the uterus. These are due 
largely to the mechanical difficulty of repeatedly 
entering such a small viscus as the uterus of ex- 
perimental animals. 

The author advocates Spirito’s technique of pro- 
ducing a uterine fistula by transabdominal section of 
the vagina with suture of the proximal cut margin of 
the vagina in the abdominal wall to form an ab- 
dominal vagino-cervico-uterine fistula. The repeated 
introduction of tar into the cervix results in the 
formation of a black crusted mass which tends to 
occlude the uterine opening. Four rabbits were in- 
jected every seven or eight days. All became 
emaciated and died within two months. On histo- 
logical examination, necrosis of the uterine mucosa 
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was found. This varied in depth. In some places it 
extended into the adjacent musculature, and in 
others it was quite superficial. 

In another experiment on rabbits the injections 
were made into only one horn, less often, and with 
less tar, and the animals were killed after four 
months. In some of the animals it was almost im- 
possible to distinguish the injected horn from the 
normal horn. In most places the uterine mucosa was 
normal, but in a few areas it presented a pseudo- 
stratified epithelium comparable to vaginal mucosa. 
In no place did this epithelium invade the muscula- 
ture. The cervical and vaginal mucosa was thick- 
ened and keratinized. Nota single instance of cancer 
formation was found. 

The author next reviews the work of others who 
have attacked the problem of producing experi- 
mental cancer in the uterus. 

Teutschlander was the first to produce an invasive 
epithelial tumor in a uterine horn, but most of his 
animals showed no changes in the uterine mucosa or 
only a metaplasia of epithelial cells. 

Yamagiwa and Ohno found three carcinomata of 
the oviduct in a series of forty-one chickens injected 
with scarlet red. 

Cioli conducted the following experiments: 

1. Tar was applied weekly to the cervix. After 
one hundred and sixteen days there was a typical 
hyperplasia of the vaginal and cervical mucosa. 

2. Tar was applied weekly to the cervix of 
castrated animals. Examination after twenty-four 


days revealed evidence of metaplasia and atypical 
cell formation in the vaginal mucosa and small foci 
in the cervical epithelium which resembled neo- 


plasms. 

3. Tar was applied weekly to the cervix after 
removal of the uterine horns. This procedure pro- 
duced hyperplasia and metaplasia of epithelial cells 
in the vaginal and cervical epithelium. 

4. Tar was applied to the endovagina for three 
months, bilateral ojphorectomy was then performed, 
and thereafter the uterus was injected with tar every 
week. Following this procedure, examination re- 
vealed a cancer of the cervix with epithelial pearls 
and structures resembling adenocarcinoma. 

5. Tar was applied to the endovagina for a 
period of three months, both uterine horns were 
then removed, and the uterus was thereafter injected 
with tar every week. This procedure produced 
hyperplasia and metaplasia of the vaginal and 
cervical epithelium. 

Cioli concluded that abolition of ovarian function 
is an important factor in the production of experi- 
mental cancer of the uterus by tar injections. 

Badile and Maurizo produced cancer in uterine 
horns filled with tar and ligated above and below the 
site of the injection. Casabona confirmed this 
observation. 

Fusco used the abdominal vagino-cervico-uterine 
fistula technique of Spirito on normal and castrated 
white rats. Such a thick black crust formed at the 
external os after several injections of tar that it was 
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often impossible to continue with the injections. \y 
cancer of the cervix, vagina, or uterus developed j 
the animals, but there were changes in the mucos, 
of the uterus and cervix similar to those previous] 
described by others. In another series of experi 
ments, in which tar was injected into the vaging 
every third or fourth day over a period of months. 
a typical cancer of the vagina occurred in one animal 
While this vaginal cancer occurred in an animal 
which had been castrated, the author was unable to 
confirm Cioli’s observations on the activating jp 
fluence of bilateral o6phorectomy in the development 
of experimental cancer of the uterus. 
GEorGE C, Fino: \, M.D, 
Cotte, G.: Resection of the Pelvic Sympathetics in 
the Pelvic Neuralgias Associated with Cancer of 
the Cervix (La résection du sympathique pelvien 
dans les néuralgies pelviennes liées au cai du col 
Gynécologie, 1932, XXXi, 377. 

In the treatment of pelvic pain (neuralgia) com 
plicating cancer of the cervix and due cither to 
extension of the neoplasm or intensive radiation 
therapy, relief should follow intervention directed to 
the pelvic sympathetics. 

At a meeting of the Surgical Society oi Lyons in 
April, 1925, Tisserand reported relief of pain from 
cancer of the cervix following bilateral hypogastric 
periarterial sympathectomy. Complete relief con- 
tinued for ten months even though the disease ad- 
vanced, hemorrhages recurred, and cachexia ap 
peared. 

At the same session of the Surgical 
Lyons, Leriche reported observations 0: 
cancer of the cervix and a case of can 
prostate. He had previously attempted 
cancer pain by cutting posterior roots, } 
chordotomy, and by transverse myelotom 
results were unsatisfactory. Consequent! 
two cases he completely denuded the terminal ab- 
dominal aorta, the upper portion of the iliac arteries, 
and the hypogastric arteries in such a fashion as to 
obtain an extensive sympathectomy. 

Among the first to utilize resection of the presacral 
nerve successfully for the relief of the pain of in- 
operable cancer were Férey and Desmarets. More or 
less similar results were obtained by Bernard, 
Théodoresco, Paolucci, Walthard, Cosacescu, Guyot, 
Leriche, and others. 

Janu, after having used hypogastric 
sympathectomy and resection of the pre: 
performed a much more extensive ai! 
operation by removing the lumbo-aort 
gastric plexuses in one piece. Below, 
mobilized the rectum, he continued th 
the hypogastric plexus up to the hypogas' 
Above, he started downward from the 
of the duodenum so as to include th¢ 
from the renal plexus which go to fo: 
ovarian nerve. Finally he completed t! 
the ganglia of the lumbar and sacral 
chains. 
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[he author’s experience with such measures for 
the relief of pain in five cases of extensive cancer of 
the cervix may be summarized briefly as follows: 

Case t. Resection of 5 or 6 cm. of the presacral 
nerve was followed by a poor result, probably be- 
cause the resection was insufficient and incomplete. 

Case 2. Resection of 6 cm. of the presacral nerve 
was followed by great relief until the patient’s death 
ve months later, even though the nerve was found 
buried in cancerous extension. 

Case Resection of from 5 to 6 cm. of the pre- 
sacral nerve was followed by relief even though the 
nerve was infiltrated by the cancer. Later, the ad- 
ministration of morphine became necessary because 
of bladder and anal pain. 

Case 4. Resection of 6 cm. of the presacral nerve 
was followed by complete relief for five months. 
Morphine was necessary for only two weeks before 
death. 

Case 5. This was a case of Latzko’s which was 
operated upon by the author. Two centimeters of 
the presacral nerve were removed. Inflammation was 
present about, but not in, the nerve fibers. Six 
months later there was complete relief from the pain 
even though the cancer had advanced sufficiently to 
cause rectovaginal and vesicovaginal fistulz. 

Cotte concludes that hypogastric periarterial 
sympathectomy and resection of the presacral nerve 
are efficacious in relieving the pelvic neuralgic suffer- 
ings of those afflicted with advanced cancer of the 
cervix. The relief is not always complete up to the 
time of death; morphine is usually necessary during 
the final weeks of the disease. 

Intervention on the pelvic sympathetics is justified 
only in cases in which the pain is dependent upon the 
hypogastric plexus or due to invasion of the para- 
metrium and regional cellular tissues. If there is 
obturatory neuralgia, sciatica, or painful paraplegia, 
the surgical intervention on the sympathetics must 
be sutiiciently extensive to include communicating 
branches. 

It might be expedient to perform a prophylactic 
resection of several centimeters of the presacral 
nerve at the time of operation for the removal of the 
cancerous uterus. Férey has already adopted this 
suggestion. Even though it was necessary later to 
perform a vaginal operation for bladder involve- 
ment, this could be done without causing pain. 

GeEorGE C. Finoia, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Jayle, F.: Hypophysis and Ovary. General Survey, 
Anatomy, and Clinical Considerations (Hy- 
pophyse et ovaire. Considérations générales; anato- 
mie et données cliniques). Rev. frang. de gynéc. et 
Ho0st., 1932, XXVii, 637. 


the author first reviews the history of the theory 


‘ endocrine secretion. He states that more than 
rly years ago, in comparing the results of vaginal 
ind abdominal hysterectomies, he became convinced 

it the disturbances following castration are due to 


the suppression of ovarian activity. In 1895 he sug- 
gested ovarian opotherapy, and in 1897, the im- 
plantation of ovarian grafts for the relief of such 
disturbances. 

The trophic influence of the ovary was found to 
affect not only the uterus, but also the entire exter- 
nal and internal genital apparatus. The inconstancy 
of the effect of o6phorectomy suggested that perhaps 
other glands might have a similar or substituting 
action. This theory led to the discovery that thy- 
roid therapy is often beneficial in cases of ovarian 
insufficiency or castration. The effect of the hy- 
pophysis on the genital tract was demonstrated first 
by Heape, in 1905. Heape’s ‘‘genitic ferment’”’ was 
probably the secretion of the hypophysis. The ex- 
perimental study of hypophyseal therapy in ovarian 
conditions was not begun until 1913. In 1914, Jayle 
came to the conclusion that ovarian secretion is in- 
fluenced by the hypophysis. He reviews the various 
effects on ovarian activity produced by thyroidec- 
tomy, parathyroidectomy, and hypophysectomy. 
During pregnancy, hypertrophy of the thyroid, 
parathyroids, and hypophysis is noted. In obesity, 
either the hypophysis or the ovaries or both may be 
affected. The endocrine glands are intimately re- 
lated not only to each other, but also to the nervous 
system. The hormones act upon the sympathetic 
nervous system. The nerve centers of the tuber cin- 
ereum regulate the secretion of the hypophysis, and 
the hypophyseal secretion is carried to these centers. 
Thus a sort of cycle is established. 

The gross anatomy of the human hypophysis is 
well known only to a few specialists. The hypophy- 
sis lies in the sella turcica and at the level of the 
tuber cinereum is attached to the floor of the third 
ventricle by a small pedicle known as the “ hypophy- 
seal stalk.”” As the hypophyseal stalk leaves the 
tuber cinereum at the level of the infundibulum, it 
passes obliquely forward and downward to penetrate 
the dura mater in the posterior portion of the sella 
turcica and then lose itself in the hypophysis. 

The hypophysis is both intradural and subdural. 
In fact, the dura mater encloses it like an envelope. 
It is enclosed also in a sort of capsule and by a net- 
work of veins in the dura mater. Tiny venules from 
the hypophyseal substance open into the coronary 
sinuses. The parts of the floor of the third ventricle 
to which the stalk of the hypophysis is attached are 
supplied by the median central arteries, branches of 
the posterior communicans. The vessels of the dura 
mater also carry arterial blood. 

In man, the hypophysis has a globular shape with 
a greater transverse than vertical diameter. In both 
man and animals its weight is very small compared 
to the total weight of the body, but it varies accord- 
ing to the species, race, and state of health. The 
comparative weights in man and animals are dis- 
cussed in detail. In an adult man weighing 70 kgm. 
the hypophysis weighs about 0.50 ctgm. 

In man, the anterior lobe of the hypophysis is 
reddish, and the posterior lobe is yellowish. The 
posterior lobe is much smaller than the anterior lobe. 
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The posterior lobe constitutes 18 per cent of the 
gland; the anterior lobe, 72 per cent; the pars inter- 
media, 2 per cent; and the capsule, 8 per cent. Con- 
clusions as to the size of the hypophysis may be 
drawn from roentgenograms of the sella turcica. 
The measurements of the sella turcica made by 
Hotz in the cases of 135 persons up to sixteen years 
of age are shown in tables. It remains to be ascer- 
tained whether the hypertrophy of the gland which 
occurs during pregnancy enlarges the sella turcica. 

The pars intermedia is a cellular area between the 
anterior and posterior lobes. 

In the anterior lobe three types of cells are found: 
chromophobe cells, which are small; chromophile, 
basophile, cyanophile, and siderophile cells; and 
large chromophile and eosinophile cells. It has been 
suggested that these cells represent merely different 
stages of development. During pregnancy there is a 
great increase in the acidophile cells, to which the 
name ‘‘pregnancy cells” has been given. In pri- 
mipare these cells appear in the fifth month of preg- 
nancy, and in multipare in the second month. The 
connective tissue, which is not abundant, increases 
with age. In old persons, fat cells are found. 

The posterior or nervous lobe of the hypophysis 
is composed of neuroglial cells and fibers and of cells 
containing dark pigments. 

The pars intermedia contains secretory cells simi- 
lar to those in the anterior lobe, and a large number 
of vesicles filled with colloid. 

The posterior lobe of the hypophysis is of cerebra! 
origin, and the glandular or anterior lobe of pharyn- 
geal origin. The latter is an invagination of the 
pouch of Rathke. 

The author reviews the literature on the clinical 
manifestations of the relationship between the hy- 
pophysis and ovaries. This relationship was first 
noted in cases of hypophyseal infantilism. In adults, 
lesions of the hypophysis lead to ovarian insuffi- 
ciency. The severe headaches which sometimes fol- 
low odphorectomy are relieved by the administra- 
tion of folliculin. The close interrelationship of the 
hypophysis and ovary is evident also from the fact 
that a diagnosis of pregnancy may be made by in- 
jecting the urine of the pregnant woman into in 
fantile mice and noting the effect of its content of 
hypophyseal hormone on the ovaries of the mice. 

Evita S. Moore. 


Hallion, L.: Hypophysis and Ovary. Their Physio- 
logical Relations According to Experimental 
Findings (Hypophyse et ovaire. Leurs relations 
physiologiques d’aprés des données expérimentales). 
Rev. frang. de gynéc. et d’obst., 1932, Xxvii, 674. 

The functional relations between the hypophysis 
and the sex glands have been recognized by experi- 
menters from the effects of removal of the hypophy- 
sis in animals and by physicians since Marie demon- 
strated the changes in the sex glands which are 
present in acromegaly. 

Removal of the entire hypophysis or of only its 
anterior lobe is not incompatible with life as was 
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formerly believed because of the imperfect technique 
used in the extirpation. However, it causes consid 
erable and indefinitely persistent disturbances, ]j 
the animal is young, the general development of the 
body continues only very imperfectly after the op- 
eration. Among the multiple anatomical and physio. 
logical deficiencies affecting especially the glands of 
internal secretion, those which affect the genital 
organs and the sex characteristics are particularly 
striking in the male as well as the female. In the 
female, puberty does not occur. The ovaries remain 
small, and there is no maturation of folli: The 
uterus, the rest of the genital tract, and the breasts 
are rudimentary. The animal deprived o/ its hy- 
pophysis before puberty is not only a dwarf, but 
also sexually infantile. In the adult animal, extirpa. 
tion of the hypophysis results in slowing o! the me- 
tabolism with atrophy of the endocrine glands, es- 
pecially the sex glands. In the adult female the 
cestrus cycle is abolished completely and perma- 
nently. There is no sexual instinct and no attrac- 
tion for the male. All of the genital organs regress, 
The ovaries decrease in size and possess 110) specific 
activity. The uterus atrophies. 

It has been definitely proved that in 
mals all of the disturbances resulting from 
of the anterior lobe of the hypophysis may be pre- 
vented, and in adult animals they may be corrected 
to a noteworthy degree, by the administration of 
substance of the anterior lobe of the hypophysis. 

Substance of the anterior lobe of the hypophysis 
may be administered by the implantation of tissue 
or the injection of an extract. Implantation is very 
similar to the injection of an extract the im- 
and the 
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planted tissue does not become engrafted 
active principles which it contains act }y diffusion. 


Hitherto, experiments have been performed 
chiefly on rats and mice. In the infantile female 
mouse the implantation of tissue of the anterior lobe 
of the hypophysis causes premature rut with typical 
vaginal changes and, in the ovary, follicular matura- 
tion, ovulation, and the formation of corpora lutea. 
While it seldom produces an entirely norma! cycle, it 
usually causes at least the two fundamental cyto- 
logical processes, intrafollicular proliferation and 
luteinization. It produces the premature cyclic re- 
action by way of the ovary. In odphorectomized 
animals it has no effect on the other genital organs 

In senile animals, rut with normal perio icity may 
occur for some time after the implantation of tssue 
of the anterior lobe of the hypophysis. | he same 
effect is produced by the injection of {olliculin, the 
ovarian hormone. 

When a female animal is subjected 
treatment with substance of the anteri 
hypophysis, the luteinizing action tends ! 
nate over the follicle-maturing action 
ensues, at least for a time. Prolonged | 
ends in degeneration. 

It appears to be established that t! 
effect and the follicle-maturing etlect 
separate hormones. Aschheim isola 
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yrine of pregnant women a substance which had only 
a luteinizing action, and from the anterior lobe of 
the hypophysis a substance which had only a follicle- 
maturing action. Zondek found that in certain 
pathological urines the first of these effects is much 
greater than the second, and the second may be 
negligible even when relatively large doses are used. 

Besides the sex hormones described, which sub- 
ordinate the ovary to the anterior lobe of the hy- 
pophysis. the latter organ seems to contain a sub- 
stance which is apparently identical with folliculin. 
Like folliculin, it will produce cestrus in castrated 
females as well as normal females, whereas the hor- 
mones of the anterior lobe of the hypophysis produce 
wstrus only through the secretion of folliculin which 
they cause in the ovaries. 

These various secretions of the hypophysis seem 
independent of each other. The sex hormones of the 
anterior lobe have an elective action on the sex 
glands which is similar in males and females. The 
gonad secretions are unisexual both in origin and 
action. The secretion of the posterior lobe of the 
hypophysis stimulates the uterine muscle by direct 
action rather than through the ovary. 

During pregnancy, the placenta contains a sub- 
stance which is physiologically similar to the sex 
hormone of the hypophysis. It is not known defi- 
aitely whether this is formed in the placenta or is 
carried to it from some other gland. 

The dosage of the hormones of the anterior lobe 
of the hypophysis is based on physiological units 
suflicient to produce definite reactions in experi- 
mental animals. The rat and mouse units are not 
similar. 

While it is evident that the anterior lobe of the 
hypophysis governs the function of the ovary, it is 
evident also that the variations in the function of 
the ovary have an influence on the anterior lobe of 
the hypophysis. Following removal of the ovaries 
the anterior lobe of the hypophysis undergoes a very 
pronounced hypertrophy and shows very charac- 
teristic histological changes. The number of eosin- 
ophile cells increases, the number of chromophobe 
cells decreases, and large cells called “castration 
cells” appear. Moreover, the content of sex hor- 
mones in the tissue increases considerably. The 
same phenomena are noted following removal of the 
testicles in the male. The histological changes 
caused in the hypophysis by castration are corrected 
by the injection of folliculin. 

During pregnancy the anterior lobe of the hy- 
pophysis undergoes considerable hypertrophy and 
‘tows large cells called “gestation cells.” Similar 
changes are brought about by the ingestion or the 
implantation of placental tissue. 

_ The secretion of the anterior lobe of the hypophy- 
‘s Constitutes the primary motor of the sexual cycle. 
‘'stwo hormones, the follicle-maturing hormone and 
he luteinizing hormone, regulate respectively the 
production in the ovary of folliculin and progestin. 
for the normal evolution of the sexual cycle these 


‘our hormones must function with a peculiar regu- 
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larity. Folliculin and progestin are reciprocally an- 
tagonistic in certain respects. The injection of fol 
liculin or removal of the corpus luteum prevents 
nidation or causes abortion. The corpus luteum op 
poses the action of folliculin. It inhibits the produc 
tion of this hormone by preventing maturation of 
the follicle. It has a sterilizing and anti-cestrus 
action. Accordingly, a normal sexual cycle requires 
a nice equilibrium between folliculin and progestin. 
Without doubt, the regulatory power is located in 
the ovary. 

The hypophysis probably adapts itself to the 
physiological needs of the ovary. It is believed by 
some that when the quantity of folliculin in the 
blood reaches a certain level it inhibits the formation 
of the follicle-maturing hormone of the hypophysis 
which stimulates the secretion of folliculin in the 
ovaries. According to this theory, folliculin is self 
regulating. 

The functional relationships between the hy- 
pophysis and ovaries and between the ovaries and 
the rest of the female genital tract seem to be ex- 
clusively of an endocrine nature. There is nothing 
to indicate a reflex nervous mechanism. 

It has been suggested that ovulation is produced 
by a reflex released by stimulation of the genitals. 
This theory has been rejected because ovulation oc- 
curs in recently grafted ovarian tissue without any 
nervous connection with the genitals. It must 
be concluded that coitus acts by way of the bloed 
stream. In the rabbit, ovulation may be produced, 
even without coitus, by the intravenous injection of 
the urine of a pregnant woman, which, as is well 
known, is rich in the hormones of the anterior lobe 
of the hypophysis. The urine of a non-pregnant 
woman does not have this effect. Removal of the 
hypophysis within an hour after coitus will prevent 
ovulation. 

The hypophysis and the ovaries may influence 
each other also indirectly by their effect on other 
organs. The hypophysis secretes a hormone which 
stimulates thyroid secretion and the ovaries are 
sensitive to the latter. ‘There seems to be a reciprocal 
relation between the quantity of thyreostimulin-and 
the amount of folliculin present in the blood. 

The article is concluded by a brief discussion of 
the biological diagnosis of pregnancy by demonstra- 
tion of the hormone of the anterior lobe of the hy- 
pophysis in the urine. Epita S. Moore. 


Taylor, H. C., Jr., and Alsop, W. E.: Spontaneous 
Regression of Peritoneal Implantations from 
Ovarian Papillary Cystadenoma. Am. J. Cancer, 
1932, XVi, 1305. 

In the last twenty-two years five cases of papillary 
ovarian tumor with apparent regression of the un- 
removable peritoneal implantations have been ob- 
served at the Roosevelt Hospital, New York. In 
four of them the regression was assumed from the 
many years of health which followed the operation, 
but in one of them partial disappearance of the im- 
plant was observed at a second operation. The au- 
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thors review thirty-one similar cases collected from 
the literature. 

Pelvic endometriosis and pseudomyxoma may 
also undergo regression. The authors discuss the 
role of suppression of ovarian function as a cause of 
the regression of these tumors and of implantations 
of cystadenoma. This seems to be a factor in some 
cases, but not in all. Attention is called to the anal- 
ogy between the behavior of these transplants and 
tuberculous peritonitis. It is suggested that the in- 
flammatory reaction following laparotomy causes a 
stimulation of connective tissue activity which de- 
stroys the implant. Theoretically it is possible that 
ascitic fluid itself contains gross stimulating sub- 
stances, possibly hormones, the removal of which 
permits disappearance of the grafts. In the authors’ 
opinion the most plausible explanation of the re- 
gression of cystadenomatous implants is that the 
régression is a continuous process taking place with 
equal speed before the operation and that, by remov- 
ing the tumor or the ascitic fluid, laparotomy elimi- 
nates the source or the means of transportation of 
the necessary supply of new implants. 

The authors review nine cases in which two opera- 
tions have been performed and the second interven- 
tion showed partial or complete disappearance of the 
growth observed at the first exploration. 

In another group of cases spontaneous regression 
has been nearly as well proved by the long period of 
freedom from symptoms since the operation. 

In a fourth group of fourteen somewhat similar 
cases regression appears probable, but the short 
period of observation does not definitely substantiate 
this conclusion. 

The distinguishing clinical features of these cases 
of benign implants are the gradual development and 
slow progress of the disease, the marked ascites, and 
the patient’s youth. Such implants may be sus- 
pected when ascites is found complicating a slowly 
progressive ovarian tumor in a young woman. In 
women over fifty they are extremely rare. 

The chief problem at the time of operation is the 
recognition of the benign character of the peritoneal 
growths. This is indicated chiefly by their small size 
and delicate structure. However, their borderline 
position between benign and malignant growths can 
be established definitely only by a careful microscop- 
ic examination. The differentiation is essential for 
correct treatment. 

The possibility of finding tumors of such a type 
justifies exploration in certain cases of ovarian 
growths, particularly in young women, in which 
clinical examination alone suggests an incurable 
condition. If the implants are found to be benign, 
their disappearance may be hoped for if the primary 
growths are removed. When the tumor is technically 
inoperable, laparotomy alone may have such a bene- 
ficial effect that extirpation of the growth will be 
possible at a second operation. When possible, the 
principal masses should be removed. When the 
benign character of the implants is first discovered 
in the laboratory after simple exploration, the ad- 
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visability of almost immediate operation sho 
considered. If recurrence develops or the 
re-appears some time after the removal of a part oj 
such a growth, a second operation is indica: 
there are records of apparently permanent 
after even a series of four operations. 

The histulogical character of these tum 
gests that roentgen therapy would be of litt): 
and in certain cases this has been proved tru 

GoopricH C, SCHAUFFLI [.D. 


Klaften, E.: A Further Contribution to the Clinical 
Manifestations and the Microscopic Anatomy 
of the Granulosa-Cell Tumors of the Ovary 
(Weiterer Beitrag zur Klinik und mikros| chen 
Anatomie der Granulosazelltumoren 
stockes). Arch. f. Gynaek., 1932, cl, 643. 

The author reports several cases of grat 
tumors of the ovary and reviews 8o cases 
literature. Six (7.5 per cent) of the cases 
sidered inoperable. In five (6.2 per cent 
tion was bilateral. In 4 (4 per cent), recu: 
metastases developed. In the other ovary | 
a cystoma, a dermoid cyst, or a choco! vst. 
Myomata and adenomyosis interna uteri \\ ound 
in association with the granulosa-cell tum: Irom 
7 to 8 per cent of the tumors occurred du: hild 
hood and puberty, 48 per cent during hild- 
bearing age, and 42.5 per cent during the menopause 

Of great diagnostic importance is a history of 
deficient ovarian function with menstrual «isturb- 
ances over a period of years. The uterine |leeding 
is more profuse than in tubal pregnancy and, in con- 
trast, is amenable to treatment with pituitary and 
corpus luteum preparations. 

Among 247 ovarian tumors observed in 3 | 
four years there were 196 ovarian cysts 
nomata, 4 fibromata, and ro granulosa-ce! 
The granulosa-cell tumors therefore constit 
per cent of all ovarian tumors and 21.4 pe 
the carcinomata which, if the granulosa-c 
are included, numbered 47. They occur 7 | 
frequently than fibromata. Among k| 
mors there were some of the folliculoid t 
mixed cylindromatous portions, and 0 
diffuse proliferations. 

Also of great importance is the interp: 
the larger cells as lutein-like from the sta 
function. Besides the well-known | 
effect on the myometrium and especial! 
metrium, functional stages of the glands 
crease in the glycogen content of the gla 
and the stroma cells were found in 3 cas¢ 
teric uteri. A classification according to ‘\e pre 
dominance of various structures (folli is, fol 
liculoides, cylindromatosus, plexiformis noma 
tosus, luteiniformis, gyriformis, ditfus is nol 
necessary nor justified because this pred 
purely accidental and secondary. 

Theoretical consideration of the rari! 
tases leads to the belief that, in close ana 
manner in which follicle maturation is i) 
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mature follicles and corpora lutea, the tumor cells 
may evcrt an inhibitory effect upon the development 
of distant metastases, since the latter develop only 
after extirpation of the primary tumor. Athrepsia 
must also be considered. Of the cases reviewed, 1 
was complicated by gastric carcinoma with metas- 
tases. Despite rupture of the tumor in some of the 












































































































































: cases, implantation did not occur. Worthy of note 
“ was the development of a similar retroperitoneal 
tumor ten years after extirpation of the ovarian 
tumor. The second tumor was considered, not a 
metastasis, but a spontaneous development occur- 
w ring possibly in a misplaced ovarian rest. Metastasis 
nd was unlikely because of the very long interim. The 
en twenty-nine-year-old patient had not menstruated 
t before the first operation. Regular menstruation 
began one year after the operation and she had one 
ell iull-term pregnancy. The second operation was pre- 
he ceded by a three-year period of amenorrhcea which 
vn later alternated with periods of menorrhagia. The 
di- menses returned five months after the second opera- 
or tion. Before the first operation the breasts hyper- 
vas trophied and contained secretion. 
“ RoBERT MEYER (G). 
ind 
‘om EXTERNAL GENITALIA 
ld- Estella, J.: Epispadias in the Female (Epispadias 
ild- del sexo femenino). Prog. de la clin., Madrid, 1932, 
sa XX, 541. 
ol 
a, Reports of epispadias in the female, independent 
ling of the urogenital tract, are rare. This is probably 
Aas explained by failure of diagnosis rather than infre- 
and quency of occurrence. Durand distinguishes the fol- 
lowing three types: (1) that occurring in the clitoris, 
id of 2) the subsymphyseal type, and (3) the retrosym- 
arci- physeal type. 
nOrS. Epispadias may be present even when the urethra 
1.04 terminates below the clitoris. The dominant anom- 
nt of ily is the shortness of the urethra. This is frequently 
mors complicated by partial or complete absence of the 
more superior wall. In some cases both factors may be 
ay combined. The epispadias is partial or complete 
with according to whether or not it extends to the bladder 
with and involves the sphincter. 
lo the three types recognized by Durand the 
on of 1uthor adds the vestibular and total types. The 
nt of vestibular type is the most frequent and of the great- 
Jlastic est clinical and therapeutic interest. In this type the 
endo rethral opening divides the clitoris into halves. 
an it- the atrophic halves of the clitoris and the aplastic 
r cells iymphe continue between the labia majora, but are 
Henne sreatly reduced in size. In the subsymphyseal and 
e pre ‘ettosymphyseal types the urethral opening lies out- 
s, fol ‘ide the vestibule, above or below the symphysis. 
noma In both, there is vulvar aplasia. Total epispadias 
not ‘ever occurs without exstrophy of the bladder. In 
ance is ils condition the urethra is very small and fis- 
sured, Skeletal defects may also be found. 
metas In neither sex can epispadias be considered 
to the ‘rictly a malformation in the sense that it repro- 
ted by “les @ stage of normal embryonic development. 
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The chief sign of the condition is incontinence of 
urine from insufficiency of the urethral sphincter. 
This may be only partial. It causes irritation of the 
mucosa and frequent infection. 

The treatment depends upon the form of the 
anomaly and the disturbance of function. It may be 
possible, by surgical means, to build up at the level 
of the neck of the bladder an elastic obstacle which 
will give way to the pressure of the retained urine at 
a certain limit of resistance, thus forming a passive 
sphincter. In some cases a myoplastic operation 
with the formation of an active sphincter may be 
necessary. The author describes also the technique 
of other operations involving extensive reconstruc- 
tion of the involved parts. No one method is to be 
preferred in all cases. A. E. Tart, M.D. 


MISCELLANEOUS 


Haase, W.: The Pathology of Sarcoma of the 
Female Genital Organs, Particularly the 
Uterus (Zur Pathologie der Sarkome weiblicher 
Geschlechtsorgane besonders der Gebaermutter). 
Zischr. f. Geburtsh. u. Gynaek., 1932, Cii, 344. 


The statistics reported are for the period from 
1925 to 1931. In this interval 53 sarcomata were 
treated. They included 38 in the uterus (3 of which 
were not examined histologically), 9 in the ovary 
(1 of which was not examined histologically), 2 in 
the labia and clitoris, 1 in the breast, 1 in the skin 
(melanosarcoma), 1 in the abdomen (a large tumor 
of unknown origin), and 1 in the bony pelvis (not 
examined histologically). 

A comparison of these cases with other cases 
showed that sarcoma was found in 53 (0.5 per cent) 
of 11,000 gynecological cases, 33 (2.0 per cent) of 
2,600 tumors, 53 (3.3 per cent) of 1,600 malignant 
tumors, and 38 (5.2 per cent) of 730 cases of car 
cinoma of the uterus. 

Of the 38 uterine sarcomata, 32 occurred in the 
corpus and 6 in the cervix, the ratio of the former to 
the latter being therefore 5.3:1.0. Of the 6 cervical 
sarcomata, 3 were definitely portio sarcomata. 
Thirty-five of the 38 uterine sarcomata developed 
in the myometrium and 3 from the mucosa. Of the 
35 sarcomata arising in the wall of the uterus, 30 (28 
intramural and 2 submucosal) originated in myo 
mati. Five of the sarcomata must be regarded as 
diffuse growths in the myometrium. 

Of 710 myomata removed at operation, 30 (4.2 per 
cent) showed sarcoma. 

The majority of the women with sarcoma were 
between the ages of forty-one and fifty years. Only 
5 of them had not been pregnant. 

Hans O. NEUMANN (G). 


Binet, A.: Anzsthesia Used in Gynecological Oper- 
ations in 1932 (La tactique anesthésique dans les 
opérations gynécologiques en 10932). 


Gynécologie, 
1932, XXXi, 520. 


Binet gives a detailed review of the different 
methods of inducing anesthesia which were used in 
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France for gynecological operations in 1932. He 
classifies them as follows: 

1. General anesthesia. 

2. Spinal anesthesia. 

3. Root-blocking anesthesia: (2) peridural anas- 
thesia, (b) epidural anesthesia. 

4. Nerve-blocking anesthesia: (a) paravertebral 
and parasacral anesthesia, (b) anesthesia of the in- 
ternal pudic nerve. 

5. Local anesthesia. 

6. Anesthesia of the sympathetic system. 

General anesthesia is induced by: (1) inhalation, 
(2) subcutaneous injection, (3) intravenous injec- 
tion, (4) medication by mouth, and (5) introduction 
of the anesthetic into the rectum. 

For spinal anesthesia the anesthetic is introduced 
into the subarachnoid space. Binet reviews the ad- 
vantages and disadvantages of spinal anesthesia 
and describes the technique. He believes that Pit- 
kin’s method of controllable spinal anesthesia opens 
new horizons in gynecological surgery. 

Peridural anesthesia has the advantages of spinal 
anesthesia without its disadvantages. It is induced 
by injecting the anesthetic into the spinal canal at 
the level of the epidural space. It has no action on 
the spinal cord, anesthetizing only the anterior and 
posterior nerve roots. The author describes the 
technique. The anesthesia is segmental. It lasts 
about two hours, gives complete relaxation, and per- 
mits all major gynecological operations. 

Epidural anesthesia affects only the vulvo 
perineo-anal region and a part of the vagina. It 
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therefore may be employed only for very low ¢ 


cological operations such as perineorrhaphi: 


author describes the technique used to indu 

In the induction of paravertebral and par 
anesthesia the anesthetic is applied to th 
trunks supplying a definite region of the boc 
technique for parasacral anesthesia is simp 


that for paravertebral anesthesia. Parasac: 


thesia may be induced by passing the needle | 


the posterior sacral foramina (transsacral | 
reaching the sacral nerves at their exit 
anterior sacral foramina (presacral block). 

Blocking of the internal pudic nerve, a | 
the pudendal plexus, results in anaesthesia 
tically all of the vulvar region. It is suitat 
performance of perineorrhaphy. In ob 
produces relaxation of the vulvovaginal 
which permits the application of forceps 
vents perineal laceration. 

Local anesthesia can be used for ope: 
the abdominal organs only when it is sup) 
by some other method. It can be used wit! 
plementary anesthesia for operations on 1] 
or vagina. 

Anwsthesia of the sympathetics is limi 
application and difficult to induce. Bloc} 
splanchnic nerves is especially diflicult. 

The author does not draw any detin 
sions. He wishes only to call the attenti 
cologists to the various methods of anv: 
ployed at the present time. 

Isaac ANbDRUs 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Franqué, O. von: The Early and Differential Diag- 
nosis and the Management of Extra-Uterine 
Pregnancy (Die Frueh- und Differentialdiagnose 
und Behandlung der Extrauterinschwangerschaft). 
Med. Klin., 1932, ii, 989. 

The first evidences of extra-uterine gestation are 
presumptive symptoms of pregnancy and absence of 
menstruation. If, during the course of bimanual 
examination, which should never be omitted, there 
is found, besides enlargement and softening of the 
uterus, a soft mass corresponding to the position of 
the tube, tubal pregnancy is a possibility and the 
patient should be hospitalized until the condition 
has been explained. Even in the presence of indefi- 
nite, irregular bleeding without palpatory findings, 
hospitalization should be urgently advised. In the 
clinic, where immediate intervention is possible, the 
\schheim-Zondek test can be performed. This test, 
which the author describes in detail, gives a positive 
reaction as early as four days after conception. Only 
a positive reaction is indicative of pregnancy with 
living chorionic villi as the hormones of the anterior 
lobe of the pituitary gland disappear three days after 
feath of the embryo. There is no immediate danger. 
Probing of the uterus, curettage, and exploratory 
puncture as diagnostic procedures are strongly 
ontra-indicated as tubal rupture and ascending in- 
fection are not infrequent sequel. 

The author warns against two possible errors: (1) 

mnfusion of extra-uterine pregnancy with lateral 
sacculation of the uterus due to lateral implantation 

ithe ovum within the uterus, and (2) the mistaking 

{the tubal pregnancy behind the fundus for a retro- 
‘exed gravid uterus. The indefinite outline, the im- 
mobility, and the pain produced by pressure in tubal 
pregnancy are in sharp contrast to the distinct out- 
ine and the only slight reduction of the mobility of 
the retroflexed gravid uterus, and the difference in 
‘he position of the sacro-uterine ligaments in rela- 
tion to the soft mass in the pouch of Douglas shown 
oy rectal examination, especially under anesthesia. 
‘hese differences should prevent errors which may 
prove fatal if, inan attempt to replace the supposedly 
retroverted gravid uterus, the fetal sac of the extra- 

‘erine pregnancy is ruptured. 

That in rare cases the diagnosis of extra-uterine 
pregnancy can be made without an internal exami- 
nation is evident from the case reported by Hoehne, 
‘ho recognized in a structure expelled during the 
“st menstrual period, a complete cast of the uterine 

avity, the triangular sac of the decidua without an 


nsiderations in the differential diagnosis be- 
appendicitis and extra-uterine pregnancy 


should not delay the necessary operation. Amen- 
orrhoea, prolonged uterine bleeding, acute attacks of 
pain in the pelvis which are at first intense and then 
cramp-like, and the demonstration of a painful en- 
largement in the affected side are signs of a disturbed 
tubal pregnancy the evolution of which to the stage 
of tubal mole, tubal abortion, or tubal rupture must 
be prevented by immediate operation. Even with 
minimal bleeding the peritoneal signs of shock, ab- 
dominal distention and pain, a weak and rapid pulse, 
superficial respirations, a tendency to lose conscious- 
ness, and shoulder pain are diagnostic. Anamia 
dominates the clinical picture only when there are 
severe abdominal haemorrhages. When these symp- 
toms appear suddenly in a woman formerly in good 
health, causing her to collapse in the midst of her 
work, the physician must first think of ruptured extra- 
uterine pregnancy. In any event, the indication for 
laparotomy is most important whether the condition 
is an ovarian cyst with torsion of its pedicle, perito- 
nitis due to perforation, or extra-uterine pregnancy. 
It has happened that a physician first called to treat 
such a case of collapse has assumed acute poisoning 
and has performed gastric lavage while fatal bleeding 
occurred into the abdominal cavity. RveEveEt (Z 


Reeb, M.: Early Tubal Abortions of Slow Develop- 
ment and Their Diagnosis (Avortements tubaires 
jeunes 4 évolution ralentie et leur diagnostic 
Gynéc. et obst., 1932, Xxvi, 385. 

When an early tubal pregnancy results in tubal 
rupture the diagnosis is easy because of the clinical 
symptoms of intraperitoneal hemorrhage, but when 
a tubal pregnancy results very early in tubal 
abortion the diagnosis is difficult. 

The author reports three cases of tubal abortion of 
very slow development and one case with a more 
rapid development. 

He comes to the conclusion that before the 
develo; ment of a juxta-uterine tumefaction and 
especially before the formation of a hematocele a 
differential diagnosis between pseudopregnancy, 
uterine abortion, and tubal abortion of very slow de 
velopment cannot be made with sutiicient surety by 
macroscopic or microscopic examination of the ex 
pelled decidua, by microscopic examination of 
uterine scrapings, or by biological tests. 

A clinical symptom which was noted in all of the 
author’s cases and which Reeb believes might be of 
great aid in the diagnosis was the persistence of small 
hemorrhages—the occurrence of almost daily small 
losses of blood—after curettage completely removing 
all decidual débris from the uterus. In cases of 
uterine abortion and pseudopregnancy the bleeding 
ceases one or two days after a thorough curettage, 
whereas in cases of tubal abortion it continues as 
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long as the tube contains chorionic villi either still 
active or without communication with the maternal 
circulation (Aschheim-Zondek reaction may be 
negative) and stops only after the ovum has been 
definitely eliminated from the maternal organism by 
death, complete absorption, or operation. 

Isaac ANDRUSSIER, M.D. 


Rowe, A. W.: The Toxzemias of Pregnancy. 
I. Some Observations on the Hepatic Factor. 
J. Am. M. Ass., 1932, xcix, 2083. 


The author compared the laboratory and clinical 
findings in the cases of forty women referred for toxic 
pregnancy with those in the cases of normal pregnant 
women and also with those in the cases of non- 
pregnant women with well-established hepatic 
dysfunction. Evidences of functional disturbances 
of the liver were found in many, but not all, of the 
toxic series. A. H. GLappEN, Jr., M.D. 


Harding, V. J., and Van Wyck, H. B.: Researches 
on the Toxzmias of Later Pregnancy. Am. J. 
Obst. & Gynec., 1932, xxiv, 820. 


The authors have attempted to interpret the 
toxemias of pregnancy in terms of a water or sodium 
balance. They recognize that if their interpretation 
is true it represents only one phase of a complex 
problem. 

Studies of the effect of the addition of salt to the 
diet or the use of hypertonic saline solution show 
that the normal pregnancy remains normal whereas 
in the toxemic pregnancy the symptoms become 
exaggerated. A study of many of the older and some 
of the more recently suggested forms of treatment 


shows that they cause the removal of water from the 
body or a change in the internal distribution of water. 

At present the cedema theory of Zangmeister offers 
the most unifying view of the toxemias of later 


pregnancy. However it requires modification to ex- 
plain the formation of oedema in individual organs 
apart from a general retention of water and the 
possibility of internal changes in water distribution. 

Further progress might be made by a more in- 
tensive study of the atypical forms of toxemia and 
wider recognition, both in theory and in practice, of 
the value of observations of weight during preg- 
nancy. The variability of the toxemias of later 
pregnancy is in harmony with the assumption that 
they possess one origin and a multiplicity of symp- 
toms. 

In the discussion of this report VAN Wyck said 
that one of the striking features of the toxamias of 
pregnancy is the large number of varying types with 
a certain common association. 

HERRICK said that the opinions of Harding and 
Van Wyck regarding the nature of the late toxemias 
of pregnancy are very much in accord with his own. 
The abandonment of the attempt to find a single 
cause and an effort to correlate these disturbances 
with general medical conditions have for many years 
seemed to be most desirable. 

Epwarp L. CorneELt, M.D. 
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Bartholomew, R. A., and Kracke, R. R.: 


c |, he Re- 


lation of Placental Infarcts to Eclamptic 


Toxemia. Am. J. Obst. & Gynec., 1932, 


Placental infarcts are probably due either 


ual interruption of the circulation in a fetal 


the physiological endarteritis characteristi, 
later months of pregnancy or to an abruy) 


ference resulting from rupture, thrombosis 
bolism of a fetal vessel brought about by th: 


of fetal movements on the unprotected fet«! 


on the surface or in the substance of the ; 


Disturbances in the maternal circulation : 
ably secondary. 

Infarction is followed by necrosis and 
of the affected placental tissues, whereby | 
protein split-products, such as peptone, | 
tyramine, and guanidine, are liberated |: 
teases present in all cells. 

The physiological and pathological effec: 
substances are strikingly similar to the c! 
pathological findings in eclampsia. Slo 
due to physiological endarteritis permits 1 
and the formation of a protective zone « 
intervillous substance about the affected 
preventing the diffusion of poisonous pr 
products into the maternal circulation. ‘| 
vessels show very little, if any, dilatation 0: 
ment. Such infarcts are firm and white, « 
responsible for toxemia. 

Acute necrosis is probably due to rupti 
bosis, or embolism in a fetal vessel from | 


dark and spongy, but soon become sligh 
and brown. Microscopically, the villi sho 


with congested, dilated, or ruptured capillari 


thrombosed vessels. The striking absenc: 
villous hyaline substance is probably 
liberation of peptone, which has an anti- 


e 


effect and thereby permits the diffusion of p 
protein split-products into the maternal ci: 


with resulting eclampsia. 

Toxemia developing gradually over 
weeks and resulting in eclampsia prob 
only in a more gradual necrosis with mor 
of hyaline intervillous substance and les 
dilatation of villous capillaries and vein 
culation is probably not completely 
The infarcts range from yellow to g: 
somewhat soft and more definitely dem 

Eclampsia and abruptio placenta pro! 
only in the location of the infarcts. I) 
the infarcts are in the substance of th 
The intervening healthy placental tissu: 
diffuse the poisonous products and preve! 
concentration of histamine to rupture | 
sinuses and separate the placenta. Hen 
continues until eclampsia occurs. If | 
in contact with the decidual sinuses 
probably brings about abruptio plac: 
eclampsia can develop. 

Injections of a Berkefeld filtrate o! 
autolyzed normal placenta into guinea pi; 
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tu convulsions, and death. The pathological 
changes in the kidneys and liver are similar to those 
found in eclampsia. The fact that the injection of 
sutolysates of other organs may produce similar 
ts in the liver and kidneys of an animal does not 

e the placental theory of eclampsia, but indi- 
it the pathological effects are due to protein 
ducts common to all tissues and varying 
t according to the chemical composition of 


stupor 


the tissue. 

It is probable that with a better understanding 
and recognition of the acute and subacute types of 
placental infarcts, the association of such infarcts 
with pre-eclampsia, eclampsia, and abruptio pla- 
cente will be found quite constant. 

If autolysis of placental infarcts is the cause of 
eclamptic toxemia, it follows that until the specific 
protein split-products can be recognized and neutral- 
ized, interruption of the pregnancy before convul- 
sions threaten will continue to be necessary. 

In the discussion of this report, Morse said that 
gross and microscopic examinations of thousands of 
specimens have failed to convince him that the de- 
gree of infarction plays any particular rdle in the 
causation of eclampsia. He questioned whether the 
reaction of the experimental animals would have 
been the same if the extracts of placenta had been 
autolyzed. 

FrAsER said that from an age-period study of 
placental changes from the time of the development 
to the maturity of the placenta it is apparent, even 
in the early stages, that degeneration is to some ex- 
tent a physiological change. He has always be- 
lieved that the extensive changes seen in chronic 
nephritis and some forms of toxemia may perhaps 
be aggravated by the toxemia. 

Epwarpb L. CorneELL, M.D. 


Theobald, G. W.: The Hepatic Lesions Associated 
with Eclampsia and Those Caused by Raising 
the Intra-Abdominal Pressure. J. Path. & 
Bacteriol., 1932, XXXV, 843. 

A study of forty-four livers from women who died 
irom eclampsia showed degeneration and almost in- 
variably necrosis of the liver cells. Hamorrhage was 
ound in 7o per cent, and fibrohemorrhagic necrosis 
in 48 per cent. It is incorrect to assert that typical 
hepatic lesions are always present in women dying 
irom eclampsia, and it is equally incorrect to deny 
the existence of lesions which are separate, distinct, 
and peculiar to eclampsia. 

Believing that the increase in the intra-abdominal 
pressure associated with the eclamptic convulsions 
might be a cause of, or aggravate the intensity of, 
the lesions, the author studied the effects of an in- 
crease In the intra-abdominal pressure in dogs and 
cats. With the animal on its back, a liter or more of 
terile, normal saline solution was introduced into the 
peritoneal cavity through a trocar. Then, by means of 
‘wo abdominal binders, the intra-abdominal pres- 
‘ure Was raised to between 80 and 100 cm. of saline 
solution and was maintained at that level for two 


minutes. During the maintenance of the increased 
pressure, the pressure in the jugular vein sometimes 
exceeded 35 cm. of saline solution and the arterial 
pressure fell. 

In order to be certain that the saline solution it 
self played no part in the causation of the hepatic 
lesions, sterile liquid paraflin was substituted on one 
occasion. On five occasions the intraperitoneal pres 
sure was raised for two minutes. ‘The animal died 
the next day while the belly was being compressed 
for the second time. The liver showed severe de 
generative changes. The cortices of the kidney were 
congested and hemorrhage was found in the lungs 
and brain. 

The author believes that these experiments proved 
beyond dispute that in dogs and cats severe and 
even fatal degenerative changes may be caused in 
the liver by raising the intra-abdominal pressure 
The two most interesting features of the experiments 
were the remarkable variation in the hepatic lesions 
produced and the speed with which they occurred 
Degeneration and necrosis of the liver cells occurred 
in every case, and Glisson’s capsule almost invariably 
suffered considerably. In some instances the damage 
was chiefly central, whereas in others the lesions pre 
sented no particular lobular distribution 

In the author’s opinion it is possible that the fatty 
changes in the center of the liver lobulés which occur 
during the latter months of pregnancy may be de 
pendent in part on a slight increase of pressure in 
the hepatic vein. Similarly, the degenerative changes 
in the liver associated with hyperemesis gravidarum 
may be caused by prolonged efiorts at vomiting 
which interfere with the hepatic circulation. [1 is 
possible also that the damage to the liver during 
labor is a more potent factor lowering the resistance 
to puerperal infection than the devitalization of the 
pelvic tissues. ALBert W. Hotman, M.D 


The Conservative Treatment of 
J. Am. M. Ass 


This report is based on ninety-one consecutive 
cases of eclampsia treated at the Grady Hospital 
Atlanta, with a maternal mortality of 5.4 per cent 
The author concludes that the best results are ob 
tained by controlling the convulsions before at 
tempting to induce labor. At the Grady Hospital an 
initial dose of '4 gr. of morphine 
This is followed by the intravenous injection of 
c.cm. of a ro per cent solution of magnesium sul 
phate which is followed by intramuscular or intra 
venous injections at hourly intervals to control the 
convulsions. ‘To assist in reducing the cerebral 
oedema, maintain the blood volume, and stimulate 
diuresis, a 25 per cent solution of dextrose is given 
intravenously in 300-c.cm. injections at intervals of 
eight hours. After the convulsions have ceased labor 
is induced by rupturing the membranes 
intervention in labor is best for the mother 
thesia should be limited as much as possible 
ether anwsthesia is probably safest 

A. H. GLappi 


Upshaw, C. B.: 
Eclampsia. 


, 1932, XCIxX, 2084 
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Nothmann, M., and Hermstein, A.: Diabetes and 
Pregnancy (Diabetes und Graviditaet). Arch. f. 
Gynaek., 1932, cl, 287. 

Although complications resulting from diabetes 
during pregnancy can be managed more successfully 
since the discovery of insulin, the gravity of the 
association of pregnancy and diabetes is still vari- 
ously judged. Despite the use of insulin, the prog- 
nosis for the child has remained very poor. 

The authors report a carefully studied case of 
diabetes and pregnancy in a woman twenty-eight 
years of age who had been under treatment for 
several years and had had four pregnancies. The 
course of the third pregnancy, which had been pre- 
ceded by two stillbirths, was carefully observed. In 
the fourth pregnancy the diabetes was very severe, 
but as the result of regulation of the diet and the 
administration of insulin in doses of from 45 to 75 
units daily, the urine gradually became free from 
sugar. However the blood sugar during fasting 
remained from 250 to 300 mgm. per 100 c.cm. In 
the third month of the pregnancy, when the patient 
was given 47 gm. of protein, 140 gm. of fat, 88 gm. 
of carbohydrate (without vegetables), and 16 units 
of insulin daily the urine was almost entirely free 
from sugar. The blood sugar fluctuated between 181 
and 215 mgm. per too c.cm. This improvement in 
the metabolism continued until about ten days be- 
fore delivery, when a marked decrease in tolerance 
developed with acidosis. 

During labor, which was induced twenty days be- 
fore the estimated date by the Stein method, the 
blood sugar reached 270 mgm. per 100 c.cm. in spite 
of insulin treatment. At the time of rupture of the 
membranes, two and one-half hours after the injec- 
tion of 30 units of insulin, the blood sugar was 201 
mgm. per 100 c.cm. At the same time the amniotic 
fluid contained 138 mgm. of sugar, 12 mgm. of 
acetone, and 31 mgm. of beta-oxybutyric acid per 
tooc.cm. At the time of delivery the maternal blood 
contained ror mgm., the venous blood of the um- 
bilical cord, 88 mgm., and the arterial blood of the 
umbilical cord, 80 mgm. of sugar per 100 c.cm. In 
the puerperium there was a considerable increase in 
tolerance and the blood sugar was about 150 mg. 
per 100 c.cm. with a lower dosage of insulin (50 units 
daily). This favorable metabolic state was main- 
tained until another pregnancy occurred. 

No difficulties were presented even during deliv- 
ery, which was eventually hastened by Christeller’s 
maneuver. The child, a male weighing 3,440 gm. 
and measuring 53 cm. in length, was slightly cya- 
notic at birth and showed the remarkably low blood- 
sugar value of 70 mgm. per 100 c.cm., which could 

not be increased by injections of glucose. It lived 
only two days. Autopsy disclosed cerebral hemor- 
rhage and bronchopneumonia. A more important 
finding, however, was a pancreas three times the 
normal size with well-developed islands of Langer- 
hans. In the hypertrophy of the pancreas and the 
resulting hyperfunction the authors see the cause of 
the hypoglycemia in the infant. The hyperfunction 


was not sufficient to improve the metabolic state of 
the mother as it may in milder cases of diabetes 
(Holzbach). 

The authors call attention to the high fetal mor. 
tality during labor in the cases of diabetic women, 
and consider it advisable to avoid even the slightest 
possibility of birth trauma in such cases by the use 
of prophylactic cesarean section. Garssirr (G). 


Bazala, V.: Appendicitis During Pregnancy 


\ppen- 
dicitis in graviditate). Lijec. vijesnik., 193: 


1 364. 

According to various statistical reports the 
mortality of appendicitis complicating pregnancy 
ranges from 28 to 80 per cent whereas that of ap- 
pendicitis occurring in the absence of pregnancy js 
5.8 per cent. 

The diagnosis of appendicitis complica 
nancy is very difficult because the append 
ered and displaced by the uterus and thx 
symptoms (tenderness at McBurney’s poin 
lar spasm, and distention) are either absent entirely 
or are very indefinite because of the muscul:r tension, 
particularly in primipare. When the appendix js 
displaced upward the process usually docs not be- 
come localized and diffuse peritonitis develups easily 
and rapidly. When localization occurs, the ensuing 
labor or abortion often causes diffuse peritonitis by 
breaking down the encapsulating process in de 
creasing the size of the uterus. 

In the differential diagnosis it is necessi 
out pyelitis gravidarum, cholecystitis, sept i: 
nitis, and extra-uterine pregnancy. 

The author reports three cases of ay) 
occurring in the middle of pregnancy. |: 
case a diagnosis of septic peritonitis due to 
criminal abortion was made. Operation 
sixty-five hours after the onset of the atta: 
a perforated appendix with diffuse peritoni 
intact pregnancy. The patient’s life could not be 
saved. The second patient was operated won forty- 
three hours after the onset of the attack. As 
appendicitis without perforation was found, a simple 
appendectomy was done. The pregnancy continued 
without complications. The third patient \ as suffer- 
ing from purulent peritonitis from perforation of the 
appendix. Appendectomy was performed and 
drainage established through the abdomina! wound 
The patient aborted after the operation and re 
covered after a prolonged convalescence 

On the basis of his experience the aut! 
early operation in all cases of append 
plicating pregnancy. In _ uncompli 
appendectomy alone is sufficient; th« 
need not be interrupted. When pus is ! 
abdomen, thorough drainage is indicated : 
to appendectomy. After the seventh m 
be necessary to interrupt the pregnanc) 
the uterus in order to provide an appr 
appendix or establish vaginal drainage. 

When it is assumed that uterine cont: 
begin after the operation and there i 
diffuse peritonitis from disturbance of th 
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by the decrease in the size of the uterus following 
delivery, laparotomy should be performed first to 
determine the conditions present in the abdominal 
cavity, the wound then covered provisionally, the 
uterus emptied vaginally, and the abdominal 
operation then completed. Abdominal cesarean 
section with simultaneous appendectomy in the 
presence of purulent processes is exceedingly 
dangerous and necessitates extirpation of the 
uterus and vaginal drainage. 

Even the slightest suspicion of appendicitis during 
pregnancy justifies laparotomy as the patient will 
not be endangered by this procedure even if the 
diagnosis is incorrect. The author advises prophy- 
lactic appendectomy in all gynecological operations 
performed on young women. 

VILMA JANISCH-RASkoOvié (G). 


Stieglitz, E. J.:: Nephritis in Pregnancy. J. J/is- 
souri State M. Ass., 1932, XXix, 505. 

The author suggests the following new classifica- 
tion of the various types of nephritis in pregnancy: 

Type A. Syndrome of renal fatigue. Common 
synonyms: Kidney of pregnancy; nephrosis of 
pregnancy; albuminuria of pregnancy; low reserve 
kidney. 

Type B. 
eclampsia. 

Type C. Pre-existent renal and/or arterial dis- 
ease exacerbated by pregnancy. Common syno- 
nyms: Chronic nephritis; recurrent nephritis; low 
reserve kidney (proper application); hypertensive 
arterial disease. 

Type D. Coincidental nephritis. 

The clinical picture, etiology, prognosis, and 
treatment of each type are discussed. 

In conclusion the author says that the kidneys are 
predisposed to injury during pregnancy by the in- 
creased demands made upon them and the specific 
intoxication which is attributable to gestation. 
Clinical phenomena occurring in nephritis, such as 
edema, arterial hypertension, and cerebral symp- 
toms, must be attributed to the generalized tissue 
intoxication rather than entirely to renal insufli- 
ciency. The tissue intoxication must be borne in 
mind in the choice of treatment. 

The treatment of nephritis must be directed 
toward: (1) eradication or at least amelioration of 
the cause, (2) reduction of the physiological burden 
imposed on the kidneys, and (3) improvement of 
lssue respiration and nutrition. 

Rosert M. Grier, M.D. 


Pre-eclamptic intoxication and 


LABOR AND ITS COMPLICATIONS 


Lastra, E. T.: Prolonged Labor (Parto prolongado). 
= Soc. de obst. y. ginec. de Buenos Aires, 1932, Xi, 
258. 

lhe time of labor varies so much that in order to 
determine whether it is prolonged or not the char- 
acteristics of the woman, her condition, and whether 
she is a primipara or a multipara must be considered. 


Labor is a physiological act. It may take place 
rapidly with a single expulsive pain or may be pro- 
longed for days. In the cases of primipare the aver- 
age duration is from twelve to fifteen hours, and in 
those of multipare, from six to eight hours. When 
the time is prolonged, it is the first period which is of 
importance. Failure of dilatation of the cervix and 
engagement of the head are anomalies of labor in 
which the use of hypophysin is dangerous and for- 
ceps are of no aid. 

For the avoidance, recognition, and correction of 
abnormalities of labor a thorough knowledge of nor- 
mal labor is necessary. Labor may be prolonged by 
mechanical obstruction by the walls or floor of the 
pelvis, by the fetus, or by the vulva. Dynamic dis- 
sociation is also an important factor. 

Every month the uterus undergoes preparation 
for pregnancy. When pregnancy occurs, the uterus 
hypertrophies with the formation of new tissues. 

At the time of labor the uterus contracts not only 
longitudinally, but also by rhythmical waves in its 
different diameters. This explains the regular pro- 
gression of the fetus and the rapid reduction of the 
large uterine cavity after delivery. 

The nerve supply of the uterus is mixed. It con- 
sists of a cerebrospinal system, dorsolumbar centers, 
and the second, third, and fourth sacral nerves. 
There are also representatives of the sympathetic 
and parasympathetic systems. Multiple anasto- 
moses connect these three systems to form a plexus 
which acts by means of motor, sensory, vasomotor, 
and secretory fibers. 

A study of the finer structure of the uterine mus- 
cular tissue, including the smooth fibers, the connec 
tive tissue, and the nervous system, during the 
course of the various physiological stages, will ex- 
plain the great difficulty experienced by the physi 
ologist in clearly understanding the mechanism of 
uterine contraction. 

The presence of elastic fibrils surrounding the 
smooth fibers and of nerves and sympathetic ganglia 
in the uterine parenchyma with their terminal fibrils 
in intimate relation to the muscle cells helps to 
explain the rhythmical contractions which continue 
for some hours in tissues preserved in Locke’s solu- 
tion. The intimate relation of their terminals to 
muscle cells explains also the great sensitivity to the 
action of the metallic ions, K, Na, Mg, and Ca and 
the clinical phenomena observed from the action of 
hormones such as those of the hypophysis and 
adrenals. 

Uterine elasticity depends upon integrity of the 
muscle, the nervous system, and the vascular sys- 
tem. ‘onus is the property which allows intense 
muscular contraction. This is greater in primipare 
than in multipare. 

At the termination of pregnancy the lower seg- 
ment of the uterus and the membranes are of the 
greatest importance. If the membranes are not 
elastic and if they adhere to the lower segment, 
there is incomplete or no formation of the amniotic 
pouch at the time of labor. If the amniotic pouch is 
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too tense, it does not form a cone at the moment of 
contraction or dilate the cervix and it presents an 
obstacle to descent and presentation. For the pains 
to increase progressively it is necessary for the lower 
segment and the inferior pole of the amniotic sac 
to be distended simultaneously. 

The most frequent cause of prolongation of labor 
is the dissociation of dynamic function. Prolonged 
labor destroys the patient’s resistance. 

Before labor, the condition of the patient should 
be watched carefully. Prophylaxis should include 
also the correction of abnormal presentation. Dur- 
ing labor, the position of the patient is important. 
When labor is prolonged, rupture of the membranes 
is indicated in the first period of dilatation. When 
the amniotic pouch is well formed, it should not be 
disturbed. In the second period of dilatation there 
should be no interference with the pouch if it acts 
as a dilator, but if dilatation is not progressing the 
membranes should be ruptured. 

For the inertia of atony, the administration of 
hypophysin is indicated, and for cervical resistance 
and hypertonia, the administration of sedatives 
such as opium (spasmalgine). Spasmalgine is well 
tolerated and lessens pain, spasm, and hypertonia. 
To prevent fatigue and shorten the first period of 
labor, sedatives should be used promptly. 

Ten cases of prolonged labor are reported. 

A. E. Tart, M.D. 


Uhde, W.: The Maternal Mortality of Abdominal 
Cesarean Section with Respect to Rupture of 
the Membranes, Previous Vaginal Examina- 
tions, Previous Vaginal Operations, and Fever 
of Genital Origin. A Statistical Report on 527 
Abdominal Czsarean Sections Performed in 
the Gynecological Clinic of the University of 
Cologne in the Period from April 1, 1924, to 
January 1, 1930 (Die muetterliche Mortalitaet der 
abdominalen Schnittentbindung unter besonderer 
Beruecksichtigung des Blasensprungs, vorausge- 
gangener vaginaler Untersuchungen, vorausge- 
gangener vaginaler Eingriffe und von genitalbeding- 
tem Fieber. Ein statistischer Bericht ueber 527 in 
der Zeit vom 1.4.24 bis 1.1.30 in der Frauenklinik 
der Universitaet Koeln ausgefuehrten abdominalen 
Schnittentbindungen). 1932: Cologne, Dissertation. 


Of the 527 ca#sarean sections reviewed, 311 were 
done by the intraperitoneal technique, 194 by the 
extraperitoneal technique, and 22 by the Porro 


technique. Before rupture of the membranes the 
intraperitoneal section was done in 76.4 per cent of 
the cases, whereas after rupture of the membranes 
the extraperitoneal section was done in 56.2 per 
cent. The Porro section was performed as often be- 
fore as after rupture of the membranes. 

The maternal mortality is divided into: (1) total 
mortality, (2) operative mortality, and (3) mor- 
tality due to infection. In cases in which the opera- 
tion was performed before rupture of the mem- 
branes the total maternal mortality was 11.4 per 
cent, and in cases in which the operation was per- 
formed after rupture of the membranes it was 6.8 


INTERNATIONAL ABSTRACT OF SURGERY 


per cent. In both groups the so-called op 
mortality was 5 per cent and the mortalit 
to infection, 3 percent. Before rupture of the ; 
branes, intraperitoneal section had a higher . 
tive mortality (5.7 per cent) than extrape: 
section (2.08 per cent). After rupture of th 
branes, the maternal mortality was 4.6 
in the cases in which an intraperitoneal 
was done and 3.3 per cent in those in w! 
extraperitoneal section was done. No app 
difference in the mortality was noted in ca 
or without a previous vaginal examinati: 
those in which a previous vaginal examinat 
been made in the clinic or before the 
admission. F. Sreci 


Siemes, H.: One Hundred and Sixty-Two | 
tive Operations Performed at the Gynec: |ogical 
Clinic of Cologne in the Period from ril 15, 
1924, to April 15, 1930 (Ueber 162 zers: nde 
Operationen an der Koelner Frauenklini 15 
April 1924 bis 15. April 1930). 1932: Col 
sertation. 


truc- 


Of more than 16,607 deliveries during a 
six years, a destructive operation was nec 
162 (0.98 per cent). In 127 (78 per ce: 
latter, a craniotomy was done. Ninety 
perforations were performed on the present 
and 31 upon the after-coming head. Oth: 
tive procedures were performed in 35 cast 
majority of the mothers entered the hospit 
living fetus, the author discusses the indi: 
the operation, the unfavorable factors, 
errors. He then describes the techni 
operations. 

In 93 cases of craniotomy perform 
presenting head of the dead fetus, the i 
for the operation were as follows: 

1. In 41 cases, dangers threatening 1! 
threatened uterine rupture (3 cases 
previa (4 cases), eclampsia (4 cases), « 
and cedema of the maternal soft parts du 
tracted pelvis or a large fetal head (3 
infection (27 cases). 

2. In 15 cases, disproportion betwee: 
pelvis: hydrocephalus (2 cases), contrac! 
(9 cases) and abnormal position (4 cases 

3. In 35 cases, prophylactic cranioto: 
formed upon a dead fetus to prevent 11 
mother. 

Perforation of the after-coming hea: 
formed in 31 cases in which the fetus wa 
indications were contracted pelvis, hyd 
an abnormally large fetus, insufficient m: 
head, transverse position, and prematur: 
cases with incompletely effaced or rigid 

Craniotomy on the living child was n 
cases (1.8 per cent of the destructive 
2.8 per cent of the craniotomies, and o. 
of the deliveries). In these 3 cases the 
admitted to the hospital too late, at a 
cesarean section was contra-indicated. 
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states (hat in 17,000 deliveries in the cases of women 
who had been constantly under clinical surveillance 
craniotomy on a living child was unnecessary, and 
that the prevention of this operation therefore de 
pon the general practitioner and midwife. 
.uthor reviews also embryotomies performed 
‘ther cases (23 decapitations, 3 following 
my; 10 exenterations, 4 of which were per- 
with decapitation; 3 dissections of the fetus, 
decapitation, 1 with subsequent delivery of 
the retained head; and 9 clidotomies, 1 of which was 
the only operation performed). The instruments 
ised were Braun’s hook, Zweifel’s trachelorrhectes, 
and Siebold’s scissors. The indication was almost 
always spontaneous or artificially produced neglect- 
ed transverse position of the fetus. 

The author reports a mortality of 7 per cent. Of 
the 12 women who died, 9 (5.5 per cent) died as a 
result of the complications which had necessitated 
the operation and 3 (1.8 per cent) died as a result of 
the operation itself (infection from the operation, 
iterine rupture following craniotomy, or internal 
hemorrhage from spontaneous rupture of a para- 
metrial vessel). Puerperal fever developed in 39 
25 per cent) of the cases and soft tissue damage 
occurred in 70 (45 per cent). STERN (G). 
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Selitzky, S. A.: Principles of Permanent Steriliza- 
tion of Women During Major Obstetrical Oper- 
ations and Pathological Deliveries (Principes de 
la stérilisation définitive de la femme pendant les 
grandes opérations obstétricales et les accouche- 
ments pathologiques). Gynécologie, 1932, XXXi, 321. 


The disorders and complications of pregnancy, 


labor, and the puerperium may be divided into two 
groups —those involving the maternal organism, and 
those involving the fertilized ovum. The question 
of the advisability of sterilization arises in cases of 
hemorrhages caused by extra-uterine pregnancy; 
hvdatiform mole; premature detachment of the 
placenta; infarction of the placenta; placenta previa; 
hemorrhages due to atonicity of the uterus after 
lelivery; traumatisms due to labor, such as uterine 
sures, rupture, and fistula, lesions of the soft 
parts of the genital tract, and lesions of the bony 
pelvis; and neoplasms of the uterus and ovaries. 
The author’s principle of avoiding sterilization at 
the time of the first casarean section (with the 
patient's consent and after consideration of medical 
ind social factors) is based on the desire to conserve 
the possibility of maternity and the psychic equilib- 
‘ium related to it. A conservative attitude is neces- 
sary especially when the patient is young, a primip- 
tf, Or a secundipara without a living child. Of 
‘IXty cwsarean sections performed on primipare in 
the years 1926, 1930, and 1932, thirteen were done 
‘or contracted pelvis, five for eclampsia, two for 
PAcenta previa, and eight for premature separation 
tthe placenta. Sterilization was done because of 
lications in only two (3.3 per cent). The 
vs the patient to make the final decision 
sterilization. 


The mortality of the second cwxsarean section is 
now no higher than that of the first. Selitzky never 
performs sterilization except in the course of another 
surgical operation. In cases of contracted pelvis he 
performs it only when it is very definitely indicated. 
He believes that even in cases of absolute contrac 
tion it should not be performed as a separate opera- 
tion. It is especially contra-indicated as a separate 
operation if the woman is young, has not been preg- 
nant, or has not gone through labor. It should not 
be done as a prophylactic measure. 

The author concludes from his own observations 
that placenta previa and other complications in the 
same group are not frequently recurrent. Recur- 
rence is most common in cases of haemorrhage due to 
atonicity, infarction of the placenta, and premature 
separation of the placenta. 

Selitzky has seen more than twenty cases of hydat- 
iform mole. A recurrence developed in only one. In 
this condition, sterilization is not absolutely ex- 
cluded, especially when the patient is delivered by 
cesarean section. It is indicated, not because of 
the cesarean section but because of a series of 
phenomena associated with it, the patient’s social 
status, age, number of previous pregnancies, and 
number of living children. 

The tables included in the article show that in the 
cesarean sections performed in the author’s clinic, 
sterilization was not performed on any primipara. 
Of all of the complications in the cases reviewed, the 
incidence of recurrence was highest in extra-uterine 
pregnancy, averaging from 4 to 6 per cent. In fol- 
lowing up his cases of extra-uterine pregnancy, 
Alexandroff found that women treated for this con- 
dition are more apt to have a subsequent normal 
pregnancy than another extra-uterine pregnancy. 
In from one-fourth to one-third of the cases there is 
a subsequent pregnancy with a normal course and 
spontaneous delivery. The author rarely resects the 
uninvolved tube in extra-uterine pregnancy, and he 
never resects it during the first pregnancy. 

The complications belonging to the group of 
puerperal traumatisms suggest the advisability and 
sometimes the necessity of permanent sterilization 
more often than other complications. The author 
believes that in cases in which the permeability of 
the tubes is preserved extreme care should be taken 
of the patient in subsequent pregnancies, but that 
sterilization is not indicated in every case, as is held 
by many obstetricians. Complications involving 
the soft parts—fistulw, extensive ruptures of the 
perineum, and injuries causing loss of integrity of 
the pubic ligament and the articulations of the 
pelvis—are not frequent. This doubtless explains 
the almost complete lack of reports in the literature 
regarding the possibility or permissibility of steriliza- 
tion in such conditions. 

The indication for the removal of fibromata de- 
pends upon the situation, size, and number of the 
tumors. The author prefers to remove fibromata 
during cwsarean section. He believes that in some 
cases in which the conservative cesarean section is 
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performed in the presence of fibromyomata, sterili- 
zation may be indicated because of the patient’s age, 
the number of her previous pregnancies, and her 
social status. 

In the author’s opinion, exhausting labors, ob- 
stetrical shock, and puerperal complications are not 
indications for sterilization. PACE. 


PUERPERIUM AND ITS COMPLICATIONS 


Litzenberg, J. C.: Preventable Invalidism Follow- 
ing Childbirth. J. Am. M. Ass., 1932, xcix, 1740. 
The author emphasizes that postpartum care must 
be continued until the mother is restored to perfect 
health. He divides the puerperium into 3 periods: 
(1) the immediate puerperium, i.e., the first two 
weeks after delivery, (2) the intermediate puerper- 
ium, from the second to the sixth week; and (3) the 
remote puerperium, which ends only when all delay 
of normal processes and all complications of preg- 
nancy and labor have been corrected. A common 
cause of slow recovery after delivery is anemia. 

Of 1,000 cases of childbirth, the author found 
uterine retroversion at the end of the intermediate 
puerperium in 25 per cent. In go per cent the con- 
dition was cured by the use of a properly fitting 
pessary. When the use of the pessary was delayed 
for even a short time beyond six weeks after de- 
livery, the incidence of cure dropped rapidly until, 
at the end of three months after delivery, failure was 
the rule. 

The author calls attention to the fact that chronic 
cervicitis is not a trivial lesion. It is a focal infection 
with far-reaching possibilities, potentially a pre- 
cancerous condition. Therefore every child-bearing 
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woman with cervicitis should be treated 


until all 


evidence of the condition has entirely disapeared 


ALBERT W. Hoimas 


Estol, J. C.: Treatment of Puerperal Sep 
with Large Doses of Serum and Aut 
Vaccines (Tratamiento de la septicemia | 
por sueroterapia 4 altas dosis y autovacu 
Fac. de med., Univ. de Montevideo, 1932, x 

The author has treated a number of cases 
peral septicemia with large doses of serun 
of the patients who recovered received 
travenous injections of from 200 to 400 c.. 
antistreptococcus serum which was mad 
Hygienic Laboratory of Montevideo. It 
tant to begin the treatment as early as pos 
soon as the nature of the condition is recog 
intravenous injection of 200 c.cm. is g 
slowly. In very grave cases this dose is 
after from twelve to twenty-four hours. | 
still no improvement, daily injections are 
until the patient has received from 1,0c 
c.cm. 

Symptomatic improvement usually t 
rapidly. Anxiety and prostration give wa\ 
of well being. Thirst and dryness of the 1 
appear. Diuresis is stimulated, and |. 
occurs freely. Chills cease, and the te 
falls, sometimes by crisis and sometime 
Leucocytosis with a marked polynucleosi: 
lated. 

The technique of manufacture of the str 
sera and vaccines is described, and ninet 
treated with sera and vaccines are report: 

WILLIAM R, Mri 


I.D 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Rizzi, k.: The Symptoms and Diagnosis of Con- 
genital Reno-Ureteral Anomalies (Sintomatolo- 
gia e diagnosi delle anomalie congenite reno 
ureterali). Arch. ital di urol., 1932, ix, 377. 

The author reviews forty-nine cases of anomaly of 
the urinary tract which were studied in the past three 
years in the urological clinic of the Maggiore 
Hospital of the Royal University of Milan. They 
included one case of renal aplasia, two cases of renal 
hypoplasia, two cases of pancake kidney, two cases 
of horseshoe kidney, ten cases of anomalous hilar 
vessels, fifteen cases of anomaly of the renal pelvis, 
six cases of ectopic kidney, four cases of polycystic 
kidney, three cases of stenosis of the ureter, two 
cases of congenital aplasia of the ureteral papilla, 
and two cases of congenital stenosis of the ureteral 
papille, 

The study showed that congenital anomalies of 
the urinary tract are more common on the right side 
than on the left side, and more common in females 
than in males. There was no evidence of any 
hereditary tendency toward renal malformation. 
lhe anomaly was detected most frequently between 
the ages of twenty and thirty years and rarely in 
youth or old age. The most common symptom is 
pain. This may be contralateral. In polycystic and 
ectopic kidney the pain may be localized, but in it- 
self is of little diagnostic aid. Fever, retention, and 
hematuria may occur just as in non-congenital 
lesions. Hamaturia is common because the renal 
anomaly is often associated with vascular lesions and 
ananomaly of the endorenal circulation. Congenital 
renal anomalies may be accompanied by congenital 
malformation of other organs. Often the diagnosis 

{ congenital renal lesion can be made by simple 
palpation. Examination of the urine yields little 

onclusive evidence. Cystoscopy either alone or 
supplemented by the use of dyes is frequently of 
great aid in the diagnosis, but in the author’s 
opinion the best diagnosticm easure is pyelography. 

EuGENE T. Leppy, M.D. 


Cecil, H. L.: The Prevention of Severe Reactions 
Following Pyelograms and Kidney Operations. 
J.Am. M. Ass., 1932, xcix, 1652. 

Che author believes that some of the severe re- 
icuons and deaths following pyelography and kid- 
ley operations might be prevented, particularly as 
‘thas been proved that an intrapelvic pressure ex- 
veding 20 mm. Hg is dangerous and that, as the 
pressure is increased, the danger is increased in al- 
Nost geometrical progression. 

Hinman and Lee-Brown, in their work on pyelo- 
‘nous backtlow, proved that when too much pres- 
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sure is produced within the renal pelvis the mucosa 
is ruptured and the solution escapes into the venous 
system. Therefore if the solution is toxic and a lethal 
dose is given, death results. 

The toxicity of the opaque medium is not the only 
toxic factor to be guarded against. The kidney to be 
studied pyelographically is often filled with infective 
urine, a small amount of which, if carried over into 
the blood stream, would doubtless become the im- 
mediate cause of a more or less severe septicemia. 
In nephrectomy on a pyonephrotic kidney, particu- 
larly when the infection is tuberculous, it is impor- 
tant to avoid squeezing the kidney as this degree of 
trauma is sufficient to produce a mechanical dis- 
semination of the renal infection into the venous sys- 
tem. Walker found a very intimate communication 
between the disease process and the blood vessels 
and lymphatics. 

The author reports a case of tuberculous septi- 
cemia and two cases of colon bacillus septicamia 
which he believes were caused by pyelovenous back 
flow. 

In the first case a stone blocked the outflow of 
urine at the ureteropelvic junction and the ureter 
was ligated without emptying the kidney pelvis. 
Firm grasping of the kidney to deliver it caused suf- 
ficient pressure to produce a pyelovenous backflow 
with the resulting formation of multiple abscesses. 

In the second case also the outflow of urine was 
blocked by a stone. The kidney was manipulated 
and delivered before the pressure was released by 
removal or displacement of the stone. 

In the third case there was a wide dissemination of 
tuberculosis following a diflicult operation on a 
tuberculous pyonephritic kidney. The ureter was 
tied before the kidney was emptied of pus, and the 
manipulation was suflicient to cause pyelovenous 
backflow. 

The author concludes that, particularly in cases 
of renal tuberculosis, it is advisable to drain all of 
the pus and urine from the kidney pelvis before 
undertaking pyelography or operation. The injec- 
tion of the opaque medium for pyelography should 
never cause pain. CLAubvE D. Hotmes, M.D. 


Bastenie, P.: Contribution to the Anatomoclinical 
Study of Malignant Tumors of the Kidney in 
the Adult, Particularly Hypernephroma (Con- 
tribution 4 l’étude anatomo-clinique des tumeurs 
malignes du rein chez l’adulte, en particulier des 
tumeurs hypernéphroides). bruxelles-méd., 
xii, 1441. 

The author made 
fifty-nine malignant 
three of which were 
“hypernephroid.” 


1932, 
an anatomoclinical study of 
tumors of the kidney, fifty 


neoplasms of the type called 


7 
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The anatomical study demonstrated that most of 
the tumors to which this name is applied are cancers 
of the kidney. It is possible, however, that there are 
true hypernephromata. 

The anatomoclinical characteristics of all malig- 
nant tumors of the kidney are exactly the same, 
whatever the histological character of the neoplasms. 
The diagnosis of hypernephroma cannot be made 
clinically, and even the differentiation between sar- 
coma and carcinoma is usually impossible clinically. 

From the anatomical point of view the author 
emphasizes: 

1. The frequency and importance of compression 
and tumoral thrombosis of the inferior vena cava. 

2. The fact that in more than half of the cases 
studied the tumor had not invaded the renal pelvis. 

3. The peculiarities of pulmonary, cerebral, and 
osseous metastases. 

A study of the pulmonary metastases permitted 
the differentiation of a hematogenous type, a lym- 
phogenous type occurring by the transdiaphragmatic 
route, and a mixed type. Recognition of the direct 
lvmphatic route—the route by which sarcomatous 
tumors and hypernephromata with a sarcomatous 
aspect are disseminated—is of importance as recog- 
nition of pulmonary metastases of such origin sug- 
gests the presence of a renal tumor, and if this sus- 
picion is confirmed, it establishes the prognosis be- 
cause such metastases indicate invasion of the 


periaortic glands. 

In agreement with the anatomical findings, the 
symptoms in most of the cases studied by the author 
differed from the classical symptoms. 

Malignant tumors of the kidney may be divided 


into two main groups: 

1. The typical forms, with frequent invasion of 
the renal pelvis, pain, a palpable mass (in from 65 
to 80 per cent of cases), and hematuria (in from 70 
to go per cent of cases). 

2. The atypical forms, without invasion of the 
renal pelvis, hematuria, or a palpable mass, and 
with disturbances due chiefly to compression (steno- 
sis of the vena cava, digestive disturbances, pain) 
and the early formation of metastases. 

Hematuria was present in only 44 per cent of the 
cases reviewed by the author. Fifty-five per cent of 
the tumors studied were atypical. 

The symptoms of metastases 
briefly as follows: 

1. Cerebral metastases: exacerbations of cerebral 
phenomena, sudden, transitory, and repeated losses 
of consciousness. 

2. Osseous metastases: 
the surfaces of the bones. 

3. Pulmonary metastases: pain, dyspnoea, cya- 
nosis, attacks of coughing, and hemoptysis. 


are summarized 


pulsatile metastases on 


Primary Tumors of the Ureter 


Spampinato, C.: 
Arch. ital. di urol., 


Tumori primitivi dell’uretere). 
1932, IX, 347. 

To the eighty-eight cases of primary tumor of the 

ureter reported in the literature the author adds a 
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case observed by him in 1930. His patient had , 
tender mass in the right lumbar region and hwmaty 
ria. The diagnosis was made by cystoscopic ex 
amination which revealed the tumor obscuring the 
ureteral meatus. The neoplasm was rem: - by 
block dissection (partial resection of the blad rand 
ureteronephrectomy). It proved to be a squamous 
cell epithelioma. The author compares the 1 nd 
in his case with those in other cases. 
EuGENE T. Leppy, \I.D 
Wharton, L. R.: The Innervation of ™ Ureter, 
with Respect to Denervation. J. 1032, 
XXViil, 639. 

In the cases of two patients who for \ ars had 
suffered severe ureteral pain and had not |een re 
lieved by other methods of treatment, marked 
clinical improvement followed stripping of the 
ureters from the level of the third lumbar vertebra 
to the bladder. The benefit resulting in these cases 
led the authors to make an anatomical stui!y of the 
innervation of the ureter. 

They found that the ureter receives a 1 
ply which is independent of the innervati 
kidney and bladder. These nerves go dire 
ureter from: (1) the lowest renal gangli: 
upper end of the spermatic plexus, and 
dominal sympathetics (aortic, hypogast 
pelvic plexuses). The dissections showed 
there is a connection between the uretera! 
tion and the plexuses supplying the o\ 
and parietal peritoneum. 

From the physiological standpoint, the authors 
conclude that cutting these ureteral nerves, 
done in a ureteral denervation, does not interfere 
with the motor function of the ureter and does not 
cause atony, hydro-ureter, or any other ureteral dis- 
turbance. They believe that one of the | 
these ureteral nerves is the transmission of painful 
sensations. Henry L. San: M.D 
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BLADDER, URETHRA, AND PENIS 


Smith, C. K., and Engel, L. P.: Neuroge: 1ic Vosied 
Dysfunction in Children. J. Urol 
675. 

The authors discuss the neuro-an 
physiology of the component parts of 
and review thirteen cases of neurogenic 
of the bladder in children. In nine of 1 
viewed there was definite incontine: 
associated retention, and in four there ¥ 
with ability to void small amounts wit 
and with no enuresis or diuresis. In 
nine cases with definite incontinence 
fusional defect in the lower part of t! 
spinal abnormality was found also in on: 
cases of retention. 

The normal motor function of th: 
maintained by balanced innervatio: 
divisions of the autonomic system, th« 
and the parasympathetic. The para: 





GENITO-URINARY SURGERY 


are capable of carrying on bladder function in- 
dependently. The sympathetics have a brake-like 
action on the sphincteric outlet. It appears that 
incontinence and retention are due to faulty innerva- 
tion from the parasympathetics caused usually by 
us defect in the lower spine. 

The treatment of these cases is essentially 
surgical. The primary consideration should be the 
correction of nerve impingements due to the osseous 
spinal defect. In cases of incontinence, re-inforce- 
ment of sphincteric control should be attempted by 
the transplantation of muscle into the perineum 
yround the urethra or a plastic tightening of the 
vesical sphincter. In cases of retention, resection of 
the sympathetic (presacral) chain will release the 
brake-like action on the sphincter and may restore 
good emptying power. THEopore P. GRAvER, M.D. 


an Osst 


Oberlin, S.: Perineal Hernia of the Urinary Bladder 
Hernie périnéale de la vessie). Bull. et mém. Soc. 
le chir., 1932, lvili, 1237. 

Perineal hernia of the bladder is extremely rare. 
In 1928, Leinati was able to collect only twelve cases. 
[he author reports two cases. Twelve of the four- 
teen cases were those of women. 

Two types of perineal hernia are distinguished, the 
median and the lateral. In the median type, which 
isdue to an abnormally deep cul-de-sac of Douglas, 
the hérnia passes through the anus or vagina. In the 
lateral type, the penetration is through the levator. 
\fter trauma, an anterior form of hernia may occur 
through the urogenital diaphragm. The usual route 
is between the levator and the ischiococcygeal 
muscle, 

One of the cases of perineal hernia reported by the 
author was that of a woman forty-four years of age 
vho presented a fluctuant mass in the posterior 
portion of the left labium majus. The mass ap- 
peared to extend from the gluteal region. By 
pressure, the contents could be made to return to the 
pelvis. The mass.could be felt compressing the left 
vallof the vagina. It appeared to originate anterior- 
lvin the pelvis and to pass downward and backward. 
Cystoscopic examination revealed a vast groove in 
the base of the bladder and a lateral narrowing of 
such degree that both ureteral orifices were brought 
‘ithin a single field of the cystoscope. At operation, 
the bladder was found to pass through a large defect 
in the levator. Repair was unsatisfactory as the 
iernia recurred at the end of two years. 

ALBERT F, DE Groat, M.D. 


GENITAL ORGANS 


\ylander, P. E. A.: Investigations on Genital Tu- 
berculosis in Males, with Special Consideration 
of the Results of Epididymectomy (Unter- 

uchungen ueber die Genitaltuberkulose der Maen- 
besonderer Beruecksichtigung der [pi 
tomie). Acta Soc. med. Fennicae Duodecim, 

2, B, xvii, No. 1. 


‘the treatment of genital tuberculosis in the 
during the period from 1895 to 1899, castration 
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was done in 86.7 per cent and epididymectomy in 
13.3 per cent of the cases. In the period from 1900 
to 1900, the corresponding percentages were 43.8 and 
56.2; in the period from ro1o to 191g, they were 
47.9 and 52.1 per cent; and in the period from 1920 
to 1928, they were 43.5 and 56.6. 

In the 70 cases of castration reviewed by the 
author there were 3 deaths. One of the patients who 
died was a child. Attention is called to the fact that 
operative treatment was given relatively often even 
in cases with an unfavorable prognosis, such as those 
with associated pulmonary and renal tuberculosis. 
The reason for this in some cases was the relatively 
poor social condition of the patient which required 
quick relief. The 2 adults who died had a high tem 
perature previous to the operation. In a study of 
the temperature of castrated patients the author 
found that as a rule it was relatively low. In 50.1 
per cent of the cases there was no fever and in 27.3 
per cent the temperature was subfebrile. 

In the investigation of the subsequent fate of the 
patients who survived, a rather high mortality from 
tuberculosis was found. Of 37 deaths, 30 were due 
to tuberculosis, 5 to another cause, and 2 to an un- 
known cause. In 20 cases death was due to pul 
monary tuberculosis, a fact which indicates the great 
importance of general treatment for tuberculosis. 

Of 25 patients without complications who were 
treated by unilateral castration, 17 were cured of 
their genital affection, 6 died, and 2 developed a 
recurrence within three years. Of 5 patients with 
prostatic and seminal vesicle complications, 3 re 
mained free from recurrence during observation for 
three years and 2 died. Of 4 with simultaneous renal 
tuberculosis, 2 were cured, 1 died, and 1 developed 
a recurrence within 3 years. Of 7 with associated 
pulmonary tuberculosis, 3 were cured, 4 died, and 2 
developed a recurrence. 

Of the patients who were subjected to bilateral 
castration, 3 had changes in the prostate and 
seminal vesicles and 2 had pulmonary tuberculosis. 
Of each group, 2 were cured and 1 died. 

On comparing the results of epididymectomy and 
castration, the author found that during a three 
year period of observation the incidence of cure in 
the unilateral cases in which the tuberculous process 
was limited clinically to the genital tract was the 
same after both types of treatment, i.e., 3314 per 
cent. The results in cases with associated pulmonary 
and renal tuberculosis were nearly the same. 

In discussing the indications for operation, Ny 
lander says that the question whether, in general, 
operative treatment, roentgen treatment, or abso- 
lutely conservative methods should be employed, is 
not yet decided definitely. 

He concludes that even in the cases in which small 
gross foci are found in the areas of the testicle adja 
cent to the epididymis, epididymectomy with partial 
resection of the testis should be tried when the pa- 
tient is young, and that primary castration should 
be done only in the cases of older men. 

Louts Neuwe ct, M.D. 
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Contiades, X. J., and Mérigot, L.: Two Cases of 
Hydrocele Secondary to Torsion of the Hydatid 
of Morgagni (A propos de deux cas d’hydrocéle 
secondaire a la torsion de l’hydatide de Morgagni). 
Ann. d’obst. path., 1932, ix, 795. 


The etiology of hydrocele of the tunica vaginalis 
still remains obscure in some respects. If it is be- 
lieved that all hydroceles are secondary, it must be 
acknowledged that the primary factor is often un- 
recognized even at operation. 

The two cases of hydrocele reported by the authors 
were those of a man forty-four years of age and a 
boy twelve years of age. In the case of the man, 
operation revealed within the hydrocele sac a free 
white fibrous body the size of a pea, and in the case 
of the boy, three such bodies the size of millet seeds. 
In neither case could the hydatid of Morgagni be 
discovered. In the case of the man, a reddened 
elevated area was found near the epididymis at the 
usual site of attachment of the hydatid. As in both 
cases the sac contained a reddish-yellow fluid and 
the hydrocele was of only a few months’ duration, 
the authors conclude that the hydatid of Morgagni 
had become amputated by torsion and had caused 
an effusion by its irritating action as a foreign body. 

GayLorp S. Bates, M.D. 


MISCELLANEOUS 


Thompson, A. R.: The Clinical Aspect of Bacillus 
Coli Infection of the Urinary Tract. Guy’s Hosp. 
Rep., Lond., 1932, Ixxxii, 356. 

The author believes that urinary infections and so- 
called bacilluria in which the urine is hazy because 
of the presence of bacteria but contains little or no 


pus are often associated with congenital or acquired 


contributory causes. Among the latter are meatal 
stricture, stricture of the urethra, enlargement of the 
prostate, cystocele, diverticula of the bladder, tabes 
and other nerve lesions affecting micturition, 
hypospadias, aberrant renal blood vessels, re- 
duplication of the renal pelvis and ureter, and 
stenosis of the ureter. These causes must be treated 
with the infection. 

As treatment of colon bacillus infection of the 
urinary tract, Thompson recommends the use of 
colon bacillus vaccine and urinary antiseptics, a 
blane diet, and measures to promote intestinal 
elimination. Of the urinary antiseptics, he prefers a 
mixture of 6 gr. each of boric acid, urotropin, and 
papain. THEODORE P. Graver, M.D. 


Laguna, S.I.: The Serological Diagnosis of Gonor- 
rheal Infections Employing as Antigen an 
Emulsion of Pus from Acute Specific Urethritis 
in Phenolized Saline Solution (Sobre el sero- 
diagnéstico de la gonococia empleando como anti- 
geno una emulsién de pus uretral blenorrdgico de 
uretritis agudas en solucién salina fenicada). Arch. 
de med., cirug., y especial., 1932, xiii, g20. 


In an attempt to find the greatest specific sensi- 
tivity in the serological diagnosis of gonorrhoea the 
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author used as an antigen an emulsion in phenolized 
saline solution of a purulent exudate from cases of 
acute specific urethritis. The pus selected was ob. 
tained from cases of acute specific urethritis between 
the fourth and tenth day of the infection. The glans 
was first washed with alcohol and sterile normal 
saline solution. The pus from the urethra was emulsi- 
fied in normal saline solution until a turbidity equal 
to that of Cohn’s antigen was obtained. More or 
less equal quantities of the emulsions obtained from 
eight to ten patients were mixed so as to give the 
antigen polyvalency. To the mixture phenol was 
added in the proportion of 0.5:100. To determine the 
antigenic value of the antigen titration is necessary 
especially after the first month as in three or four 
months the antigen becomes useless. 

The value of this antigen was compared 
of Cohn’s antigen in sixty cases—forty 
gonorrhoea and twenty controls. The cases o| 
rhoea included twelve of acute urethritis, . 
chronic urethritis, three of cervicitis, five of adnexitis, 
one of bartholinitis, one of pelvic peritonitis, two of 
orchitis, and eight of arthritis. Twelve of the control 
subjects were normal persons. The techni 
ployed are described in detail. 

When the inactivated serum was used there were 
no unspecific results although the author mentions 
having noted some in later investigations. Ihe inci- 
dence of positive results in the cases of gonorrhwa 
was 80 per cent when the pus antigen was used and 
85 per cent when Cohn’s antigen was used. The re 
sults with both were parallel except in the cases of 
acute and chronic urethritis, in which Cohn’s antigen 
was superior. 

When the active serum was used, unspecitic results 
were obtained in 20 per cent of the control group 
These reactions were weakly positive (+- and ++). 
In the cases of gonorrhoea, the incidence of positive 
results was 62.5 per cent when the pus antigen was 
used and 67.5 per cent when Cohn’s antigen was 
used, the difference being due to the cases of chroni 
cervicitis. The incidence of neutral reactions in the 
total number of cases was 13.3 per cent 

In conclusion the author says that the pus a 
is easy to prepare and yields results which closel) 
approximate those obtained with Cohn’s antigen 
Its only disadvantage is its quick deterioration 

W. H. Mart , M.D 
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Prieto, J. G.: The Biological Treatment of Subacute 
Lymphogranulomatosis with Intravenous In- 
jections of Specific Antigen (1! tamiento 
biolégico de la linfogranulomatosis s ida con 
inyecciones intravenosas de antigeno 
Arch. d. med., cirug. y especial., 1932, Xiil, 035. 


pecifico 


Biological therapy was first used for subacute 
lymphogranulomatosis by Delbet, Beruvy, and 
Menegaux, who injected hypodermica!! extract 
prepared from portions of glands obtained from the 
patient. This treatment was beneficial, })iit was not 
generally adopted because of the great «i culty of 
obtaining an absolutely sterile extract and because 





ute 
In- 
ento 


GENITO-URINARY SURGERY 331 


it necessitated a surgical operation to obtain the 
glandular tissue from which the extract was made. 
fhe discovery by Frei of the specific antigen which 
now bears his name resulted in a new method of 
treating the disease. This antigen was first injected 
intraveno\ isly by Helierstrom, in 1931. Instead of 
the 1:5 d lilution of ly mphogranulomatous pus which 
is employed today, Helierstrom used a dilution of 
more than 1:8 and ‘filtered the antigen. 

After [lelierstrom’s work the author reported five 
cases, and Ravaut, Levaditi, and Maisler reported 
six cases, Which were treated with good results by 
intravenous injection of the antigen. Ravaut, 
Levaditi, and Maisler employed an antigen pre- 
pared from the brains of monkeys with lympho- 
sranulomatous meningo-encephalitis. Prieto used 
three diflerent antigens: (1) one prepared with pus 
irom a case of the classical form of the disease, di- 
luted in physiological salt solution, and heated to a 
temperature of 60 degrees C. for an hour on three 
consecutive days, (2) the same antigen filtered 
through filter paper, and (3) an antigen prepared 
irom pieces of typical glands ground up in salt solu- 
tion, filtered through filter paper, and inactivated 
for an hour at a temperature of 60 degrees C. on 
three consecutive days. 

Prieto has used this form of treatment in four 
cases of inguinal lymphogranulomatosis, three cases 
of rectal stenosis due to lymphogranulomatosis, and 
control cases. All of the cases of the inguinal lym- 
phogranulomatosis were cured by five injections 
none of which was more than 0.8 c.cm. There was 
only one recurrence. This developed in a patient 
who discontinued the treatment ‘too soon and was 
cured by a second course of treatment. In all of the 
cases there was at first a severe febrile reaction which 
reached its maximum of from 38 to 41 degrees C. 
iiter from twelve to eighteen hours and subsided in 


the succeeding twenty-four hours. 
there was no reaction whatsoever. 

In starting the treatment it is advisable to use 
filtered antigen in order to prevent a very severe ini 
tial reaction. After desensitization has occurred, an 
unfiltered antigen may be employed. The treatment 
is well tolerated and can be used even for ambulatory 
patients. 

The author believes that the antigen is specific 
in its action. He bases this opinion on a comparison 
of its results with those obtained with pyrogenetic 
substances, the fact that only persons with the dis- 
ease have a systemic reaction following its adminis- 
tration, and the fact that the reaction gradually 
subsides as the injections are continued. 

Of the author’s three patients with rectal involve- 
ment, one, who had an incipient lymphogranulom- 
atous rectal stenosis with a positive Frei reaction, 
was cured. The two others, who had a definite 
stenosis, responded to the antigen with systemic 
reactions, but were not benefited clinically. 

Prieto concludes that the intravenous injection 
of lymphogranulomatous antigen constitutes the 
treatment of choice for the disease of Nicolas and 
Favre. The violent general reactions he believes are 
manifestations of specific sensitization. These reac- 
tions gradually decrease, and after the fourth injec- 
tion, which is from four to eight times larger than 
the first, they do not occur. The desensitization is 
only temporary. It is probably independent of the 
therapeutic results as it was noted in the cases of 
rectal stenosis which were not benefited by the treat- 
ment. The intravenous injection of the antigen con- 
stitutes a better diagnostic procedure than the in- 
tradermal test. As treatment, it should be employed 
in all cases of lymphogranulomatous rectal stenosis 
before surgery is considered. 

W. H. Martinez, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Girdlestone, G. R.: The Response of Bone to Stress. 
Proc. Roy. Soc. Med., Lond., 1932, xxvi, 55. 

The activity of the bone cell is controlled by 
Wolff’s law as the osteoblasts build or break down 
according to the stresses to which they are sub- 
jected. 

Osteocytes, fibrocytes, and histiocytes exert an 
influence on the upkeep and repair of bone. 

The osteocytes are capable of osteolysis or 
osteogenesis. 

The osteoclasts appear to be concerned with 
active demolition rather than passive solution of 
bone. 

The relation of fibrocytes and fibroblasts to fibrous 
tissue is the same as that of osteocytes to bone. 

Histiocytes are mesoblastic cells which are cap- 
able of building any unspecialized tissue. 

Function causes a definite response in bone, as is 
shown by the crystallization of the lines of force. 


The crystallization of the lines of force. 


Circulation is a factor, as hyperemia is necessary 
for hyperactivity. However this requires some 
directional influence from heredity or physical or 
chemical environment. 

} Soon after a bone is placed at rest the osteolysis 
of disuse begins. Osteolysis is produced also by 
disease. 

If sufficient force is applied to a bone the cells are 
stimulated, but as the force is increased the effect is 
changed from the physiological stimulus of function 
to injury, and osteoclasis instead of osteogenesis 
results. 

Osteogenesis is deranged by defects in the chem- 
ical supply, especially calcium and phosphorus and 
Vitamin D, and is completely stopped by an active 
tuberculous focus. ELVEN J. BERKHEISER, M.D. 


Ross, D.: A Method for the Production of !ncreased 
Compression Strength of Bone: An Experi- 
mental Study. Preliminary Report. By), | 
Surg., 1932, XX, 337. 

The author first cites an experiment carried ou! 
by Archibald. In a case of fragilitas ossium, Archi 
bald removed a longitudinal section of bone, ron 
geured it into small bits, replaced the fragments in 
the cavity, and sutured the periosteum over them 
in the hope that he might thereby strengthen the 
bone and decrease the tendency towari! repeated 
fracture. As the results were unsatisfactory, the 
author, at the suggestion of Archibald, undertook an 
experimental investigation along the same lines on 
the long bones of young adult dogs. One leg was 
used for operation and the opposite leg for a control 
After the operation the bones were teste in a small 
Olsen machine with a capacity of 10,000 |bs. 

The author first employed the method used bj 
Archibald, but testing after the operation disclosed 
no appreciable difference between the compression 
strength of the bone operated upon and the control 
bone. It then occurred to him that, as ossification 
can take place in muscle, the implantation of an 
isolated muscle graft into the medullary cavity 
might increase the size and thereby the strength o/ 
the bone. Such implantations were done in fifteen 
dogs, but final tésts were possible in only four 
survivors. In three of the latter the compression 
strength of the bone operated upon was very det: 
nitely greater than that of the control bone and cross 
sections of the bone operated upon seemed to show 
a conversion into fibrous tissue and eventually int 
bone. The sections revealed also a thickening 0! 
the cortex and an increase in circumference. Atte 
the operation the ordinary laboratory diet wa 
given and no splinting was employed. | he anima’ 
were killed at periods ranging from seventy-four' 
two hundred and sixty days after the operation. 

The author draws the following conclusions: | 

1. Isolated muscle grafts inserted in the medi! 
lary cavity of the bone disappear and «re replace 
by fibrous tissue and ultimately by new bone. 

2. The increase in new bone increases the com 
pression strength. 

3. While it is generally assumed th 
position of muscle in fractures prevents 
experiments indicate that union will occur In ™ 
usual time if the circulation to the muscle Is “ 
off. Rosert C. Lo: vn, M.D 
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tion, Léri’s Disease (La pleonoste:>:s, maladie 


Léri). Bordeaux chir., 1932, No. 4, 
Multiple premature ossification 0! 
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movement of the joints was first described by Léri 
in 1921. Premature disappearance of the epiphyseal 
line results in abnormal shortness of the bones. 

The case reported by Léri was that of a man 

thirty-five years old who was 5 ft., 2 in. tall. The 
ndings in this case included bilateral curvature of 
the humerus, limitation of motion of the shoulder, 
elbow, wrist, fingers, hip, knee, and foot, external 
rotation of the femur, and short toes. 
Soon after the report of Léri’s case, four cases 
were reported by other French surgeons, a sixth 
case was reported in Liege and a seventh case in 
London. 

The author reports the case of a baby one month 
old. Physical examination revealed a mongolian 
face, normal trunk, shortness of all of the limbs, 
finger tips reaching only to the trochanters, out- 
ward rotation of the humeri and femora, limitation 
of movement of all joints, square hands, limitation 
of extension of the knees to 160 degrees, valgus, and 
dight cavus. Roentgenological examination dis- 
closed hypertrophy of the pelvic bones, shortness 
and enlargement of both ends of the humeri, short 
and massive hand bones, short femora with internal 
bowing, short tibize with external bowing, and en- 
largement of all epiphyses. This patient was fol- 
lowed for about three years. The treatment con- 
sisted in the administration of viosterol and the ap- 
plication of braces to correct deformities. Little im- 
provement resulted. When the patient was thirty- 
ive months old he was still unable to walk, his 
height was only 74 cm. (that of a child eighteen 
months old), his weight was that of a child of one 
vear, his feet were badly pronated and abducted, 
his face still had a mongolian aspect, and there was 
little improvement in joint function or attempts at 
walking. All epiphyses had appeared prematurely 
except those of the metacarpals which came later 
than normal. Mental development was also re- 
tarded. When the child was three years old he was 
able to speak only a few words. 

_ There is no known treatment. The prognosis for 
improvement is poor. In the cases of older patients 
plastic operations on the joints may cause some in- 
crease in mobility and function. 

WitirAmM Artuur Crark. M.D. 


Martin, E., and Sarasin, R.: Three Types of Gen- 
eralized Bone Disease, von Recklinghausen’s 
Fibrocystic Disease, Paget’s Osteitis Deformans, 
and Generalized Osseous Metastases: Their 
Differential, Roentgenological, Humoral, and 
Clinical Diagnosis (Trois types de maladies 
osseuses généralisées, maladie fibrokystique de 
Recklinghausen, ostéite déformante de Paget et 
metastases osseuses généralisées: leur diagnostic dif- 
lerentiel, radiologique, humoral et clinique). Rez. 
méd. de la Suisse Rom., 1932, lii, 705. 


In 1930 one of the authors read a report before 
the Medical Society of Geneva on the excellent re- 
sults obtained by extirpation of the diseased para- 
thyroid in fibrocystic disease of the bones. In the 
literature there are records of twenty-five cases of 


fibrocystic disease in which a clinical cure or marked 
improvement was brought about by operation. 

Erdheim demonstrated that the parathyroids are 
sometimes enlarged in bone diseases such as fibrous 
osteitis, osteomalacia, and rickets. Hoffheinz found 
that a parathyroid adenoma is associated most fre- 
quently with von Recklinghausen’s disease. In 
nearly all cases of this condition operation has re 
vealed a single parathyroid tumor, an adenoma rang 
ing in size from that of a pea to that of a cherry. The 
findings of experimental studies also seem to demon- 
strate that parathyroid adenoma is the cause of von 
Recklinghausen’s disease. 

Paget’s disease or osteitis deformans has a dif- 
ferent origin. In this condition there is no para- 
thyroid tumor and the extirpation of one or two 
parathyroids has no influence on the evolution of 
the disease. In fibrocystic osteitis the phenomena of 
hystolysis and of osteoclasia are noted. There seems 
to be a progressive atrophy of the bone. The cortex 
is thinned and the compact layer shows the develop- 
ment of osteoid tissue and the presence of fibrous 
tissue. Intra-osseous cysts are present and often 
contain osteoclasts. In these, spontaneous hemor- 
rhages occur. In Paget’s disease or osteitis de- 
formans, on the other hand, there is a double process 
of osteoclasia and osteoplasia. The compact layer 
is very much thickened, but the thickening is not 
due to condensation. The bone looks spongy, the 
haversian canals are dilated, the bony structure is 
disturbed, the bone cells are increased in number, 
and, as in von Recklinghausen’s disease, fibrous 
tissue is present inabundance. Cysts are exceptional. 
Nearly always, the skull is involved. 

Often, but not always, von Recklinghausen’s dis 
ease is characterized by intra-osseous cysts which 
may be taken for osteoclastic metastases. When 
cysts are absent, the skeletal picture is similar to 
that of generalized osteoporosis. 

The authors report a case of generalized osteo 
porosis with hypercalcemia which was attributed 
to a parathyroid adenoma, a case of Paget’s osteitis 
deformans, and a case of cancer generalized in the 
skeleton. 

In the first case the roentgenogram suggested 
osteomalacia. The only cyst present was a very 
small one in the foot. The blood calcium was very 
high, and the general condition became progress 
ively worse. In spite of a negative biopsy, the 
authors are convinced by the clinical history, the 
humoral picture, and the roentgenograms that this 
was a case of parathyroid osteosis. 

In the second case the patient was operated upon 
in 1921 for a cancer of the rectum. Eight years 
later generalized bone lesions were taken at first for 
metastases, but after several tests, were proved to 
be the skeletal changes of Paget’s disease. 

In the third case the patient was operated on in 
1922 for cancer of the breast. Four years later 
rheumatismal pains developed and were found to be 
due to generalized osseous metastases. Irradiation 
therapy was followed by improvement for a few 
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months, but death ultimately resulted from gen- 
eralization. PAce. 


Balan, N., and Ballif, L.: Discussion of Myeloma 
(Considérations sur le myélome). Ann. d’anat. 
path., 1932, ix, 873. 

Myelomata are tumors of the bones which are 
generally circumscribed and are made up of cells 
originating in the bone marrow itself, including 
white cells and their prototypes, and, in rare cases, 
nucleated red cells. They do not include sarcomata, 
endotheliomata, or cancer metastases, which can be 
differentiated from them very readily by the 
histological picture. 

Myelomata are rare. Most surgeons have report- 
ed only one or two cases. Wallgreen has been the 
only one who has been able to examine as many as 
fourteen myelomata histologically. 

Mentioned in the order of decreasing frequency 
of involvement, the bones of the body most often 
the sites of myeloma are the bones of the pelvis, 
the skull, the ribs, the sternum, the spinal column, 
and the long and short bones of the extremities. The 
bones are softened and frequently fracture sponta- 
neously. On palpation they feel elastic and give a 
parchment sound. The nodules may perforate the 
bone on both sides. The destruction of bone tissue 
is caused partly by the tumor cells and partly by 
the osteoclasts. One or several bones may be 
affected. 

In addition to the nodular form, a few cases of an 
infiltrating form have been described. Occasionally 
metastases showing the same forms of cells have 
been found in other organs. 


Histological examination shows a delicate reticu- 
lated connective tissue stroma containing granules 
of hemosiderin as well as the characteristic cells. 

Myelomata are of various types—lymphocytic, 
myelocytic, myeloblastic, those made up chiefly of 
plasma cells, those containing all of the cells of the 
bone marrow, and those made up of only erythro- 


blasts. The only myeloma made up entirely of 
erythroblasts was reported by Ribbert. The plasma- 
cell form seems to be the most common, particularly 
in recent years. 

The authors report a case of myeloma in a woman 
forty-six years of age. The first symptom, hemi- 
plegia, developed three years before the patient’s 
admission to the hospital. Two months later a spon- 
taneous fracture occurred in the right humerus. The 
patient was admitted to the hospital in profound 
stupor and died three days later of bronchopneu- 
monia. She had pulsating tumors of the scalp and 
marked enlargement of the sternum and clavicles. 
The spinal fluid was clear and showed no increase of 
albumin or cells. At autopsy the sternum, clavicles 
and ribs were found to be very fragile. The marrow 
was a dark brownish red. On microscopic examina- 
tion the myeloma nodules were found to be made 
up chiefly of large cells from 12 to 20 micra in diam- 
eter which had a basophile and vacuolated proto- 
plasm and resembled plasma cells. There were also 
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some larger cells with many nuclei. In some of they 
the nuclei had united to form a single large, irregylg; 
nucleus. In the areas in which the lesions had been 
present longest, particularly in the nodules in the 
clavicles, these cells had lost the basophilia of their 
protoplasm and had become typical megakaryocytes 
The neoplasm was an infiltrating tumor which, par 
ticularly in the sternum, had broken through th 
periosteum and invaded the surroundin; 
In the clavicular nodules there were many meg, 
karyocytes and numerous cells loaded with eosin 
phile granules. Auprey Goss Moro x, MD. 


tisst es 


Clopton, M. B., and Womack, N. A.: ‘he Diag. 
nosis of Diffuse Endothelial Myeloma Ewing's 
Sarcoma). Am. J. Cancer, 1932, xvi, 1 


In 1922 Ewing differentiated diffuse endothelia| 
myeloma as a clinical entity. An early symptomis 
pain. This usually begins soon after a mili! trauma 
and is intermittent. It lasts for a short time and 
may then subside completely. However, it soon 
recurs and is then more severe. Eventually it be 
comes constant. This series of events may continue 
for a few months or a year or more. When the 
patient first consults a physician, examination 
usually reveals a tumefaction around the shaft of 
the bone. A moderate oedema may be present in 
the deeper tissues, but the skin is rarely involved 
either by attachment or redness. X-ray examina 
tion at this time usually shows a fusiform enlarge 
ment of the shaft due to periosteal proliferation and 
central bone destruction. Quite often the new bone 
is layed down in concentric longitudinal] layers. The 
arborization so often seen in osteogenic tumors is 
usually absent. The system reactions are a low 
grade fever and a moderate leucocytosis. Anemia 
may or may not be present. In the early course 0! 
the condition there is generally no loss of weight. 

Ewing characterized diffuse endothelial myeloma 
as a tumor developing in the marrow or the bone or 
both. The shaft is widened and slowly absorbed 
without a trace of bone production. The sot 
tissues are gradually invaded. The structure pr 
sents diffuse sheets of polyhedral cells with a clear 
cytoplasm and without intervening stroma, whic! 
are often undergoing mucoid or hydropic degenera- 
tion. The tissue is remarkably susceptible | 
roentgen and radium irradiation. 

Diffuse endothelial myeloma is not extreme 
rare, almost too cases having been recorded in the 
Bone Registry of the American College vo! Surgeons 
among approximately 1,000 cases of une sarcome 
At the Washington University School of Medici 
the authors have records of 5 cases which unques 
tionably belong to this group and 3 possible cases 
In the same period of time 62 cases 
sarcoma were recorded. The authors 
unquestionable cases in detail with ro: 
and photomicrographs. 

Endothelial myeloma usually occur 
or young adults and is rare after the 
years. Other myelomata are generalls 


osteogen 
eport the § 


genograms 
childret 
of thirt 
i yund alter 





oste 
View 
ostes 


Cinon 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


the age of forty. Other myelomata are usually 
multiple when they are first discovered, whereas 
endothelial myeloma is usually found while it is 
still a solitary lesion. Solitary chloromata with 
little change in the blood picture are difficult to 
differentiate without biopsy. Also difficult to 
diflerentiate are Ewing’s sarcoma and osteogenic 
sarcoma. The latter tumor likewise occurs most 
frequently in young persons, but is primarily a 
metaphyseal tumor whereas the endothelial myeloma 
is diaphyseal. 

The lesion most commonly confused with endo- 
thelial myeloma is osteomyelitis, especially that of 
the low-grade, sclerosing type. This is confused 
with endothelial myeloma clinically, roentgenologi- 
cally, and sometimes pathologically. 

As endothelial myelomata are so markedly 
radiosensitive, it appears safe and rational to give a 
therapeutic dose of radium or roentgen-ray irradia- 
tion when the diagnosis cannot be made with 
biopsy. In cases of tumor of the endothelial myelo- 
ma class the reaction is both early and marked, 
whereas in osteomyelitis this is not true and in 
cases of osteogenic sarcoma roentgen-ray irradiation 
has no effect. Norman C. Buttock, M.D. 


Sutherland, C. G., Decker, F. H., and Cilley, E. I. 
L.: Metastatic Malignant Lesions in Bone. 
Am. J. Cancer, 1932, Xvi, 1457. 

The authors review 1,032 cases of metastatic malig- 
nant lesionsin bone. In 393 the metastasis was traced 
toa primary tumor in the breast. Of these 393 cases, 
the growths in 375 were graded as osteoclastic, in 
5 as mixed osteoclastic and osteoplastic, and in 13 
as definitely osteoplastic. The lumbar portion of the 
spinal column, the pelvic bones, the femora, and the 
ribs were most frequently involved, but this finding 
may have been dependent upon the fact that in the 
authors’ section the thorax, kidneys, ureters, and 
bladder are examined with the roentgen rays rou- 
tinely whereas other parts are so examined only 
when definite symptoms call attention to them. 

In 296 cases the primary source was a carcinoma 
of the prostate gland. The bone involvement was 
predominantly in the spinal column, pelvis, femora, 
and ribs. This‘may be explained in part by the fact 
that few of the patients were seen late in the disease. 
Metastatic malignant lesions in bone from carci- 
homa of the prostate gland are predominantly of the 
osteoplastic type. Of those in the 296 cases re- 
viewed, 277 were osteoplastic, 14 were of a mixed 
osteoclastic and osteoplastic nature, and 5 were of 
the osteoclastic form. 

Fifty-one of the malignant metastatic lesions re- 
viewed were from a primary lesion in the kidneys. 
Metastatic malignant lesions in bone from primary 
renal tumors are predominantly of the osteoclastic 
purely destructive type. 

In 9 cases the metastatic lesion was secondary to 
‘primary tumor in the bladder. 

The results of an investigation of cases of car- 
“noma of the testis in which metastatic lesions of 


‘/ 


bone were reported were rather unsatisfactory. In 
t of 2 cases the clavicle, and in the other, the 
scapula was involved. In both, the roentgenological 
appearance suggested sarcoma as the primary lesion. 

In 8 of the cases reviewed the malignant metas- 
tatic lesions in the bones had their origin in a lesion 
in the medulla of the suprarenal gland. In a case of 
bilateral involvement of the femur there was peri- 
osteal proliferation in the distal ends of the bones. 
Lesions of the ribs and spinal column were part of a 
general involvement. 

Metastatic malignant lesions in bone arising from 
primary tumors of the thyroid gland were found in 
19 cases. In the skull the lesions presented inter 
esting types of osteoclasis. The lesions of the spinal 
column were all of the osteoclastic variety, and those 
in the pelvis gave evidence of extensive destruction 
of bone without evidence of proliferation. The fem 
ora and shoulder girdle were included in a general 
involvement. In 1 case the ribs were included in a 
general involvement. In another, there was local 
ized destruction of the sixth rib with expansion of 
the cortex and a surrounding area of pleural involve 
ment. 

In 13 cases the metastatic malignant lesions in 
bone were derived from primary tumors of the lung 
or bronchus. In all of these the spinal column was 
involved. The spinal lesions were localized in one 
vertebra or adjacent vertebrie. In the pelvis the 
lesions were osteoclastic and limited to parts of the 
ilium. In the shoulder girdle they were osteoclastic, 
destroying the acromion and the margin of the 
glenoid cavity. 

Metastatic malignant lesions in bone from pri 
mary tumors in the stomach were found in 20 cases. 
All exhibited increased density of the bone shadow 
and accentuation of the trabecular elements char- 
acteristic of the osteoplastic form. 

There were 2 cases in which a carcinoma of the 
pancreas was found at autopsy. In 1 case there was 
a metastasis in the lungs and involvement of the 
ribs was suggested. In the other there was destruc- 
tion of the ninth thoracic vertebra by a metastasis 
of the mixed osteoclastic and osteoplastic type. 

In 21 cases a clinical diagnosis of inoperable 
malignant growth in the abdomen was made. These 
should be included with the group in which the 
primary growth was not discovered. In the ma 
jority, the primary lesion was probably a carcinoma 
of the liver or pancreas. 

In 15 cases the primary tumor was in the colon. 
In all of these the diagnosis of malignant lesion of 
the colon was proved. The primary tumors were in 
the ascending colon, transverse colon, rectosigmoid, 
and rectum, the incidence increasing in the order in 
which the parts are named. 

All tumors of the squamous-cell type in the jaw, 
face, and neck produced the osteoclastic form of 
metastasis. This fact confirms the authors’ observa 
tions concerning the part played by the degree of 
malignancy and the rate of growth in determining 
the type of metastasis. 
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In 2 cases of small osteoclastic lesions in the frontal 
bone and 1 case of erosion of the sella, biopsy showed 
the primary lesion to be a melano-epithelioma. In 
a case of clinical melano-epithelioma of the foot, 
osteoclastic destruction of the ninth thoracic ver- 
tebra was seen. 

There were 27 metastatic malignant lesions in 
bone from primary tumors of the cervix or ovary. 

A number of miscellaneous lesions were also 
observed. 

The majority of these observations were based on 
the interpretation of roentgenograms before any- 
thing was known of the history. Correlation of 


roentgenographic, clinical, surgical, and other ob- 
servations was done subsequently. 


Gernez, L.: Synovial Osteochondromatosis (L’os- 
teochondromatose synoviale). Arch. franco-belge 
de chir., 1931-32, XXXili, 477. 

This article is a report of 3 cases of synovial osteo- 
chondromatosis observed by the author and a review 
of 128 cases collected from the literature. It has a 
7-page bibliography. 

The first case reported by the author was that of 
a man thirty-three years of age who sought treat- 
ment for pain in the elbow which began three years 
previously without injury. The joint was somewhat 
swollen and its motion was limited. Several small, 
hard, movable bodies were felt posteriorly on exten- 
sion. The Wassermann test was positive. Roentgen- 
ray examination disclosed numerous shadows of 
loose bodies distributed mostly around the lower 
end of the humerus. At operation, 36 cartilage- 
covered bodies were removed through a transole- 
cranon incision. Histological examination showed 
them to consist of a core composed of connective 
and hyalin tissue in a thin bone capsule with a car- 
tilaginous surface. Some of them had a more or less 
lamellar structure. The function of the elbow was 
much improved by the operation. Although a few 
small bodies were not removed, examination a year 
later showed that they had not enlarged and were 
causing no trouble. 

The author’s second case was that of a man thirty- 
nine years of age who first noticed aching and dis- 
ability in the left elbow following a fall in 1916. He 
served in the army throughout the war and later 
worked as a butcher. In 1921, the left hand began 
to become numb and cold. In 1926, occasional 
locking in the elbow was first noticed. Examination 
now shows motion of from 65 to 150 degrees. Several 
small, hard movable bodies can be felt in the pos- 
terior aspect of the joint. The left hand is somewhat 
cyanotic and is colder and weaker than the right. 
The left radial artery is not perceptible. Roentgen- 
ray examination shows about 30 loose bodies, most 
of which are in front of the condyles. The patient 
refuses operation. 

The author’s third case was that of a man twenty- 
two years of age who sought treatment for fluctuant 
swelling and limitation of motion of the proximal 
joint of the middle finger which followed an injury. 
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Roentgen-ray examination two years after the injury 
revealed many loose bodies. Removal of thi 
bodies with resection of the synovial membra 
followed by complete recovery. 

Loose bodies in joints were reported by 1 
1836, Foucher in 1854, and Panas in 1861. ‘I 
case is believed to have been described by |’ 

Synovial osteochondromatosis occurs most fre- 
quently in the elbow and next most frequently in 
the knee. These joints were involved in | f the 
128 cases reviewed. Hundreds of loose bodies may 
be present in a joint. The largest numbe ; 
was removed from an elbow. The synovi 
brane is often thickened and congested. Th 
are composed of phosphate and carbonate o| 
with traces of choleSterin. 

Eighty-eight of the 128 patients whos 
were collected from the literature wer 
twenty and fifty years of age. Only 2 
seventy and only 3 were under twenty. 
per cent were males. In the majority ol 
there was a history of trauma. 

The loose bodies have been attributed 
tion, trauma, embryological factors, 
processes, and arthritis. The author find 
to support the theory that they are due to 
but believes that trauma, especially repeated im 
pactions of an irritating nature, may be a factor in 
their formation. Some observers regard them as 
neoplasms arising from the synovial membrane, 
possibly from the tissue of mesenchyme origin at the 
margins of the synovial membrane. ‘Ihe theory 
ascribing them to arthritis is based on thi 
necrotic areas in the bone near the cartilay 
which small fragments break off. 

In most cases there is progressive disahility. In 
cases in which the elbow is involved there ure some 
times complications from involvement of the nerve 
trunks. With the aid of the roentgen ra e diag 
nosis is usually not difficult. Loose bodies jormed in 
tuberculosis are much smaller than thos 
chondromatosis. Tertiary syphilis a! 
myelia must also be ruled out. Osteochond 
cans may produce a small number of loos 
but usually the roentgenogram will show 
of origin. 

Loose bodies are best removed from elbow 
through the posterior transolecranon in n. An 
anterior incision is justified only for emoval 
of loose bodies which are inaccessible by t! 
route. Loose bodies in the knee are best 
by splitting the patella, a procedure 
access to all parts of the joint. 

WILLIAM ARTHUR 


Loose 


Was 


lie in 
first 


mem 
voces 
lclum 


Cases 
ween 

over 

ut 7 
j 


cases 


» infec 
plastic 
nothing 
fection, 


ling of 


from 


1 osteo 

ringo 
is disse 
bodies, 


points 


1 osterior 
sroached 
h gives 


M.D 


Articular Osteochondromat¢si 
Are h. JI 


Weill, J.: 
chondromatose articulaire). 
chir., 1931-1932, XXXlii, 523. 

Articular osteochondromatosis (Hen: 
disease) is regarded as a distinct cli! 
differing from conditions associated 
bodies produced by trauma, genera! 


atit 
enu 


loose 


diseast 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


such as syphilis and tuberculosis, and osteochon- 
dritis dissecans. No cause is known. The disease 
seems to develop in an otherwise normal joint. 

The author reports five cases. His first case was 
that of e man of thirty-eight years who had numer- 
ous loose bodies in the elbow which caused slight 
limitation of motion. Removal of the loose bodies 
through a posterior incision was followed by rapid 
improvement. The second case was that of a man 
of forty-one years, with partial ankylosis of the 
elbow, weakness of the hand, and flexion contracture 
of the last two fingers. Roentgen-ray examination 
showed osteoporosis and a large number of loose 
bodies in the elbow joint. In the three other cases 
the same characteristic shadows and limitation of 
junction were found respectively in an elbow, a 
knee, and a shoulder. 

In only one of these cases was there a history of 
trauma, and in only one a previous syphilitic infec- 
tion. Henderson believes that the loose bodies are 
neoplasms from the synovial membrane, and that 
when they are removed the synovial membrane 
should be resected to prevent recurrence. 

Irradiation has been suggested for treatment, 
but the author believes it is of value only as a post- 
operative procedure to prevent recurrence. 

WILLIAM ARTHUR CLARK, M.D. 


Key, J. A.: Clinical Observations on Tabetic 
Arthropathies (Charcot Joints). Am.J.Syphilis, 
1932, XVi, 420. 


The author discusses the clinical picture, diagno- 
sis, and treatment of tabetic arthropathies. In a 
review of statistics he found that arthropathies 
cur in from 4 to 10 per cent of cases of tabes and 
inabout 25 per cent of cases of syringomyelia. They 
are rare before the age of forty years. Mentioned 
in order of decreasing frequency of involvement the 
vints most commonly affected are the knee, foot 
and ankle, hip, vertebra, elbow, shoulder, and wrist. 

In a typical case, the arthropathy begins as a 
sudden spontaneous swelling of the joint and is not 
preceded by injury or pain. In the knee, ankle, 
ind foot, swelling is the prominent feature, but in 
the hip a pathological fracture of the neck of the 
iemur is frequently the first sign, and in involvement 
i the spine the patient may not be aware of the 
condition until a deformity appears. 

In Key's series of cases there was none in which 
the diagnosis of neurosyphilis could not be made 
‘rom the physical and laboratory examinations. 
lhe most prominent symptoms suggesting neuro- 
\philis were shooting pains in the extremities, 
‘taxa, bladder dysfunction, visceral crises, optic 
atrophy, disturbances of sensation in the lower 
extremities, and impotency. 

Key states that tabetics in whom the lower cord 
‘mptoms are marked will be more liable to develop 
‘harcot joint than those in whom the symptoms 

pve reterable to the upper cord. 

The roentgenogram changes in Charcot disease 
‘ joints include swelling and increased density of 
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the soft tissues, excess fluid in the joints, erosion 
of the bearing surfaces, new bone production, 
pathological fracture, loose bodies, calcification in 
the periarticular tissues, and subluxations and dis 
locations of the articular surfaces. 

In the differential diagnosis it is necessary to rule 
out hypertrophic arthritis, traumatic arthritis, 
atrophic and infectious arthritis, tuberculous arthri 
tis, gonorrhoeal arthritis, pyogenic infections, and 
neoplasms. 

In the treatment of tabetic arthropathies it is 
important to treat the underlying neurosyphilis in 
an aggressive and intelligent manner and to treat 
the ataxia by muscle re-education. Key believes 
that antisyphilitic treatment has no effect upon the 
progress of a Charcot joint which has already de- 
veloped and cannot prevent the development of 
such a joint. 

As local treatment he recommends immobiliza- 
tion in splints or a plaster-of-Paris cast which can 
be removed for physical therapy, and the local use 
of heat in the form of fomentations, infra-red light, 
baking, or diathermy. Non-weight-bearing exercises 
and aspiration of the joint are indicated in order to 
prevent undue stretching of the capsule and liga- 
ments. 

In the cases of vigorous patients with a life ex 
pectancy of several years the author recommends 
operation. For the spine he recommends a fusion 
operation; for the hip, intra-articular and extra 
articular arthrodesis; the knee, arthrodesis or am- 
putation; for the ankle, osteotomy; and for serious 
foot conditions, amputation. 

He states that in the cases of tabetic patients 
fractures should be treated in the same way as 
fractures in non-tabetic patients, and when the 
proper treatment is given the bones can be expected 
to heal in about the same period of time. 

Puitie Lewin, M.D. 


Cooperman, M. B.: Chronic Tuberculous Poly- 
arthritis. Ann. Surg., 1932, xcvi, 1065. 


The author states that many cases suggesting 
arthritis deformans, atrophic arthritis, and rheuma 
toid arthritis are in reality cases of tuberculous 
processes. Suspicion of their tuberculous nature 
should be aroused if the history points toward a 
tuberculous background and physical and roentgen 
ray examinations of the chest reveal tuberculosis. 
Like the von Pirquet and Mantoux skin tests, 
roentgen-ray examinations may be of little diag- 
nostic aid. 

In cases of chronic arthritis and other forms of 
systemic tuberculosis, Reitter and Lowenstein have 
recently been able to isolate the tubercle bacilli 
from the blood stream by means of a special culture 
medium. This will prove a distinct advance if it is 
confirmed by others. Until then, reliance must be 
placed solely on tissue study. The author urges 
that more patients suffering from chronic arthritis 
be subjected to arthrotomies to clear up the diag- 
nosis. Puitie Lewr, M.D. 
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Knaggs, R. L.: A Report on the Strangeways Col- 
lection of Rheumatoid Joints in the Museum 
of the Royal College of Surgeons. Part II. 
Brit. J. Surg., 1932, XX, 309. 

The author discusses osteo-arthritis and rheuma- 
toid arthritis. In the discussion of the former he 
takes up the histology of osteophytes and the de- 
generative changes in sclerosed and eburnated bone. 

In his discussion of rheumatoid arthritis he states 
that the pathological process which is especially to 
be identified with this condition is a degeneration 
in which both articular cartilage and bone are re- 
placed by fibrous tissue. He discusses the origin 
of giant cells associated with bone and describes 
the pneumococcal, syphilitic, and gonorrhceal forms 
of rheumatic arthritis. 

The article is illustrated by excellent photo- 
micrographs. Puitre Lewin, M.D. 


Massart, R.: Chronic Sacro-Iliac Arthritis; Treat- 
ment by Arthrodesis (Les arthrites chroniques 
sacro-iliaques, leur traitement par larthrodése) 
Bull. et 
xxlv, 458. 

Disturbances in the sacro-iliac articulation due 
to arthritis are of two types: (1) pain which is often 
confused with sciatica, increases with age, and pre- 
vents the patient from standing or even sitting up- 
right, and (2) disequilibrium of the spine, giving a 
peculiar character to the gait suggestive of con- 
genital dislocation of the hip. 

Such chronic arthritis is much more common in 
women than in men. In the female it is due to 
articular changes occurring during pregnancy or 
labor as the result of the distention of the articula- 
tions of the pelvis. However pregnancy and labor 
are only determining causes which increase the 
articular mobility, for in all women with the con- 
dition examination reveals exaggerated decalcifica- 
tion and disturbances of the general health. Some- 
times such an arthritis which has been well tolerated 
for years becomes aggravated during the meno- 
pause. 

In all of the cases there is an abnormal mobility 
of the sacrum from behind forward. A study of 
this abnormal mobility, which ranges from exag- 
gerated laxity of the ligaments to erosions of the 
osseous surfaces, led the author to the conclusion 
that the best treatment is arthrodesis. The normal 
movements of the sacro-iliac joint may readily be 
sacrificed, especially in women who have no prospect 
of bearing children and in men. It is better to have 
a solid sacrum capable of receiving and transmitting 
forces applied to it than to have an arthritis ag- 
gravated by abnormal mobility. The author ad- 
vocates a simple and rapid operation which he has 
used to immobilize the tuberculous sacro-iliac joint. 
It is not a serious operation as it does not touch 
a vital organ, it is performed in a region free from 
important vessels and nerves, and it is followed by 
rapid healing with the patient in ventral decubitus 
without the use of plaster. The use of a living extra- 


mém. Soc. d. chirurgiens de Par., 1932, 


articular graft to unite the mobile sacrum to the 
iliac bones is superior to the use of the jntra 
articular graft of Tuffier as it produces a more 
stable fixation. 

In the technique described the sacrum and both 
sacro-iliac joints are exposed through an appropriate 
incision and the spine of the first sacral vertebra 
and both external iliac fosse are exposed through 
their aponeurotic coverings. An original departure 
is made at this point. The bed for the graft is made 
with an augur with a diameter equal to the spacing 
between the blades of the double rotor saw used ty 
cut the graft. A snug fit is thus insured. The 
augur, introduced from the side, perforates one jlia 
bone, the spinous crest, and then the other jlia 
bone. It is then left in place. When the graft js 
cut from the tibia it is forced into the hole made 
by the augur with a mallet as the augur is with. 
drawn. It thus acts as a bolt transfixing the ilia 
bones and the sacrum in a manner similar to that 
recommended by Verrall. 

Three women in whom abnormal mobility at the 
sacro-iliac joint was demonstrated to be the cause of 
pain and disability were operated upon in the man- 
ner described with complete relief of all symptoms 

GAYLORD S. Bates, M.D 


Sundt, H.: Gonitis of Uncertain Cause, Especially 
Simple Chronic Synovitis. With Special Regard 
to the Tuberculous Rheumatism of Poncet and 
Cases of Synovitis With Definite Spotty Atrophy 
(Ueber Gonitis incertae causae insbesondere Syno- 
vitis chronica “‘simplex,’”’ unter besondere Beruect 
sichtigung des Rheumatismus tuberculosis-Poncet 
und Faellen von Synovitis mit ausgesprochener 
fleckiger Atrophie). Acta orthop. Scand., 1932, iii, 
97- 

In the course of twenty years 329 cases of chronic 
gonitis were treated at the Maritime Hospital in 
Stavern. Of these, 115 (35 per cent) were non 
tuberculous. Fifty-six and one-half per cent (65 
of the non-tuberculous cases and 19.7 per cent of all 
cases admitted were of uncertain origin. (linicall) 
such cases may assume any of the forms assumed by 
acute or chronic tuberculous or syphilitic synovitis, 
arthritis deformans, or osteomyelitis. !n some 0! 
them even abscesses or fistula may develop. The 
author cites a case in which there was no suggestion 
of tuberculosis although bacteria were found. The 
condition was assumed to be a mild septic infection 
In another case a resection was done and « beginning 
arthritis deformans was found. The great majority 
of the cases ran their course with the picture 0! 
chronic synovitis of the hydropic or fungous type 
The sedimentation of the erythrocytes may be 
normal, but its rapidity is usually increased. 

In 22 cases (6 those of children) the condition Was 
bilateral. Without doubt there is an indolent form 
of bilateral hydrops which has no relation \ 
syphilis. Half of the patients gave a history ° 
trauma. In none of the 35 cases treate:! surgically 
could tuberculosis be demonstrated. ‘J he synovis! 
membranes in these cases showed changes rangite 
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from very slight alterations to villous masses re- 
sembling the comb of a rooster. It is impossible to 
distinguish between tuberculous and _ non-tuber- 
culous synovitis with certainty by macroscopic 
examination. It is noteworthy that both bone and 
cartilage may be involved and the condition may 
terminate in arthritis deformans. In a few of the 
cases reviewed the joint affection was complicated 
by pleurisy and erythema exudativum multiforme. 
“The author discusses the question of the relation- 
ship of a series of these cases of gonitis of uncertain 
causation to the tuberculous rheumatism described 
by Poncet. In 1 case, operation revealed tuber- 
culosis in one knee and a simple synovitis in the 
other. In many cases several joints were involved. 
The author discusses the etiological importance of 
tuberculosis as related to tuberculosis of other organs, 
a positive tuberculin test, healed previous involve- 
ment of the cervical glands, and enlargement of the 
hilar glands. 

In 52 of the cases reviewed endocrine disturbances 
were found. Thirty-six of the patients with such 
disturbances were women. 

Attention is called to the frequent occurrence of a 
spotty atrophy of the bone in the condition under 
discussion. This atrophy is shown in a number of 
roentgenograms. It has no very characteristic fea- 
tures which are of aid in the diagnosis. 

The last case cited by the author was an unusual 
case of joint-mouse formation in which the nature of 
the condition was not recognized, until after the 
lapse of some time. 

In 11 of the 35 cases treated surgically a total 
synovectomy was done, and in 24 a partial synovec- 
tomy was performed. Both operations gave very 
good results. In many cases good results were ob- 
tained by conservative treatment. Roentgen 
treatment sometimes gave astonishingly good re- 
sults and sometimes was unsuccessful. When con- 
servative measures fail, operation is indicated. In 
bilateral cases one side should be operated upon at 
atime. Foci of infection should be sought and, if 
possible, removed. BuRCKHARDT (Z). 


Tixier, L., and De Rougemont, J.: The Relative 
Importance of the Crucial Ligaments (Sur la 
relativité du réle des ligaments croisés). Rev. de 
chir., Par., 1932, li, 589. 

The authors conclude that the réle of the crucial 
ligaments in stabilizing the knee joint has been over- 
estimated. In support of this conclusion they cite 
the case of a fifteen-year-old girl who ruptured the 
anterior crucial ligament and, although the ligament 
Was not sutured at operation, was able to walk 
without pain, limp, or any sign of laxity of the 
xnee joint one month after the operation. Several 
other surgeons have reported similar cases. More- 
over, there are records of cases in which, at arthro- 
‘omy performed a long time after the injury, one 
rucial ligament, usually the anterior, was found 
‘trophied or completely gone, but the stability of 
the knee was not impaired. 


In the authors’ opinion the operation of Hey 
Groves, in which a tendon or fascia is transplanted 
to take the place of a ruptured crucial ligament, is 
of value only if the lateral ligaments, both internal 
and external, are strengthened by plication. In 
fact, the lateral ligaments have a great deal more to 
do with the strength of the joint than the crucial 
ligaments. The authors cite cases of complete 
disability of the knee from rupture of the internal 
lateral ligament although the crucial ligaments are 
intact. 

Laxity of the joint observed two months or more 
after an injury may be due to hypertonicity rather 
than rupture of the ligaments. In such cases it is 
impossible to make a diagnosis of the condition of 
the crucial ligaments, but easy to demonstrate 
relaxation of the lateral ligaments. 

WILtiAM ArtuurR CLARK, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Whitman, A.: Surgical Possibilities in the Treat- 
ment of Anterior Poliomyelitis. Any. Surg., 
1932, XCVi, 1049. 

In no branch of orthopedic surgery are the recent 
developments more spectacular than in the treat- 
ment of chronic anterior poliomyelitis. Irom the 
ideal standpoint, orthopedic treatment in this con 
dition should begin as soon as the diagnosis is made 
and should be continued throughout the patient’s 
life. Practically, it usually begins when the acute 
symptoms have subsided. Its aims are: (1) the pre- 
vention of deformity, (2) the maintenance of mus 
cular tone, and (3) maximum utilization of the re 
maining muscular power by muscle transplantation 
and skeletal stabilization. 

The disease is arbitrarily divided into three stages: 
the acute, the convalescent, and the chronic. In the 
acute stage the treatment should consist of meas 
ures for the prevention of deformity and immobili 
zation of the affected part. When the affected limbs 
are placed in plaster of Paris the impulses passing 
through them and irritating the inflamed area in the 
spinal cord are reduced to the minimum and the 
limbs are protected against deformity. The author 
states that one of the strongest impressions left in 
his mind by the epidemic of 1916 was that the worst 
cases and the cases in which tenderness persisted 
longest were those in which active treatment had 
been instituted too early. Most orthopedic surgeons 
believe that after the acute stage has passed the 
period of potential recovery is two years, and that 
during this period no operative treatment should be 
undertaken. 

Deformity may be produced by: (1) the force of 
gravity, (2) the unopposed action of active muscles, 
(3) habitual posture, and (4) functional use. The 
most frequent example of deformity due to the 
force of gravity is toe-drop caused by the patient’s 
attitude in bed plus the weight of the bed clothes. 
Flexion deformity at the hip is produced by the un 
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opposed action of the tensor fascia femoris muscle, 
which is almost never completely paralyzed. Ha- 
bitual posture, such as prolonged sitting by a com- 
pletely paralyzed patient, is in itself sufficient to 
cause flexion contractions at the hips and the knees. 
Deformity due to functional use is seen when a pa- 
tient with a weakened back or abdominal muscles 
sits up unsupported and develops curvature of the 
spine. 

One of the difficult questions to answer is when to 
let the patient get up. Although the author recog- 
nizes the great danger of fatigue, he believes that 
prolonged inactivity is depressing and that there- 
fore locomotion, even though accomplished with 
crutches and braces, is of tremendous psychological 
value. 

With regard to the active treatment during the 
two-year period of potential recovery, Whitman 
states that the muscles must be kept in the best pos- 
sible condition in anticipation of the possible return 
of nerve power, and that the most logical form of 
treatment is exercises in the water. He emphasizes 
that the patient must not be sacrificed to his disease 
and the family must not be sacrificed to the patient. 

With regard to the third stage of the disease, 
Whitman says that the sooner the situation is faced 
and the necessary adjustment is made to it the bet- 
ter for all concerned. 

Attention is called to the marked difference be- 
tween paralysis of the lower extremities and paralysis 
of the upper extremities. The return of power in the 
toes, while encouraging, is of no practical impor- 
tance, whereas the return of even slight power in the 
fingers or thumb may render a useless hand useful. 

The purposes of operative treatment should be to 
make effective use of whatever muscular power re- 
mains and by various forms of stiffening procedures 
to substitute stiff but trustworthy joints for movable 
but unstable joints. As it is rare for all of the shoul- 
der muscles to be paralyzed, the humerus may be 
fused to the scapula so that the arm may be moved 
with the shoulder. A useful degree of motion in the 
fingers and thumb may be obtained by various mus- 
cle transplantations. 

Paralysis of the muscles of the abdomen or back 
will result in curvature of the spine. Deformity is 
inevitable. Accordingly there is no good reason for 
delaying fusion of the spine after the two-year 
period. The fusion operation is difficult and severe 
and should not be completed in one stage. As the 
patient is not a good risk, it is better to do too little 
than too much. 

The deformities of the lower extremities are flexion 
contractions of the hips and knees, knock-knees, and 
deformities of the feet. They may all be relieved by 
fairly well standardized operative procedures. The 
author has never performed a fusion of the knee 
without having the patient wear a cast for a month 
or two to see how he will be able to get along with 
a stiff leg. As a result, he has done the operation 
for flail knee only twice. An astragalectomy and 
backward displacement of the foot performed so 
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that the dorsal flexion of the foot is checked at a 
right angle will lock the knee in extension and jp 
many cases will render a brace unnecessary 

In favorable cases, surgical treatment may en- 
tirely mask the effects of the disease. In less favor. 
able cases it may enable the patient to discard ap- 
paratus. In the worst cases it may hold out the pos- 
sibility of independent locomotion. The public 
should know that only a small percentage of persons 
who contract anterior poliomyelitis become para- 
lyzed, and of those who develop paralysis « large 
percentage will get well. 

ROBERT C. LONERGAN, M.D. 
Campbell, W. C., and Mitchell, J. I.: The Opera- 
tive Treatment of Paralytic Genu Recurvatum. 
Ann. Surg., 1932, XCvi, 1055. 

Paralytic genu recurvatum or exaggerate:! hyper- 
extension of the knee may develop followi:g acute 
anterior poliomyelitis when the hamstring muscles 
and the gastrocnemius muscle are paralyzed and 
the quadriceps muscle is active. It may result also 
from a compensatory effort to fix the knee when all 
of the muscles of the thigh and leg are flaccid. In 
the operation described by the authors the |ower end 
of the patella is united to the anterior aspect of the 
tibia, the upper two-thirds of the patella cing left 
free to articulate with the femoral condyles when 
the knee is extended. This procedure forins a stop- 
joint which prevents hyperextension of the knee in 
the same manner as the olecranon process of the 
ulna blocks hyperextension of the elbow. 

A linear incision 5 or 6 in. long is made over the 
patella and patellar ligament and the skin and 
superficial tissues are retracted. The quadriceps 
tendon is then divided above the patella by a Z- 
shaped incision. The capsule of the knee joint on 
either side of the patella is incised and the patella 
retracted downward to expose the interior of the 
joint. The ligamentum mucosum is divided and a 
portion of the infrapatellar fat pad excised. The 
cartilage covering the lower one-third of the patella 
is removed to the spongy bone. The patellar tendon 
and the periosteum are stripped from the anterior 
surface of the patella for a distance of from '2 to 5, 
in. A cavity is then made on the upper anterior 
aspect of the tibia by driving an osteotome vertically 
downward and prying forward the portion of the 
tibia anterior to the chisel. The patella i+ inserted 
into the depression on the tibia thus mai! and the 
periosteum of the patella is sutured to (vc perlos 
teum of the tibia about the margin of cavity. 
The quadriceps tendon is re-united at neutral ten 
sion, the joint capsule sutured, and :! wound 
closed in layers. A cast is then applied to hold the 
knee in flexion of 160 degrees. After eiy)t weeks 4 
brace with a stop-joint at the knee is a); ied to be 
worn until roentgenograms show com) 'cte bon) 
fusion. oe 

The authors report seven cases in hich this 
procedure was used. They conclude that '1 selected 
cases the operation of fusion of the patella to the 
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tibia constitutes a technically simple and reliable 
method of treatment. Rospert C. Lonercan, M.D. 


vriax, J. H.: A Survey of the Treatment of Tuber- 
culosis of the Knee Joint. J. Bone & Joint Surg., 
1032, xiv, 847. 

The author states that there is no unanimity of 
opinion in regard to the treatment of tuberculosis 
of the knee. He reviews all cases of this condition 
which were treated at St. Thomas’ Hospital, Lon- 
don, and the Orthopedic Hospital for Children at 
Pyrford, England, during the period from 1920 to 
1930. Inthe cases in which the roentgenogram showed 
local as opposed to general rarefaction of bone, the 
presence of a primary osseous focus was assured, 
whereas in the others the primary focus was be- 
lieved to be in the synovial membrane. Of seventy- 
eight cases, a diagnosis of primary synovial infec- 
tion was made in sixty-eight, and in sixteen of these 
the diagnosis was proved. 

As it seems impossible to be certain of the diagno- 
sis of tuberculosis of the knee joint, Cyriax suggests 
that synovectomy be carried out on all patients 
over nine years of age as soon as the diagnosis of 
chronic arthritis is established unless the roentgeno- 
gram gives evidence of a bony lesion. 

For proved tuberculosis of the knee joint he 
recommends immediate arthrodesis in the cases of 
patients fifteen years of age or older except in the 
very earliest cases. When roentgenographic evidence 
of destruction of cartilage is present, arthrodesis 
is indicated in the cases of patients over nine years 
of age. Before the age of six years it is to be con- 
demned. Putte Lewin, M.D. 


Laewen, A.: The Question of Synovectomy in 
Chronic Non-Specific Affections of the Knee 
(Zur Frage der Synovektomie bei chronischen un- 
spezifischen Kniegelenkserkrankungen). Beitr. s. 
klin. Chir., 1932, clvi, 153. 


By synovectomy is meant the removal of parts 


of the synovial membrane. The fibrous capsule is 
left undisturbed. A total synovectomy of the knee 
joint is technically almost impossible. A synovec- 
tomy of the anterior part of the knee joint is dis- 
tinguished from a synovectomy of the posterior 
part. Various methods for gaining access to the 
interior of the joint have been proposed. Among 
them is Payr’s median S-shaped incision, to which 
a lateral incision may be added when the condition 
to be attacked is extensive. The author employs 
the following technique: A trap-door or half-moon 
incision is made over the knee joint with the base 
of the flap thus produced directed posteriorly. 
After the skin has been dissected back and the 
retinaculum patella on either side has been cut, 
the exposed synovial membrane is incised and freed 
as extensively as possible from the fibrous capsule 
and removed. The fibrous capsule is then sutured 
over the defect with silk or catgut. 

[It is generally agreed that synovectomy is in- 
‘icated in only a very small number of the multitude 
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of chronic non-specific knee affections coming to 
treatment. It is indicated for tumors of the capsule, 
villous hypertrophy, lipoma arborescens, and osteo 
chondromatosis. In the usual chronic dry or exuda- 
tive non-specific synovitis, infectious synovitis, the 
sequele of articular rheumatism, and the synovitis 
of arthritis deformans the determination of the 
indications is more diflicult. In the affections first 
mentioned the operation is indicated only after all 
other measures have failed and their failure has 
been proved by a sufficient period of observation. 
In this connection the author calls attention to his 
method of arthrotomy from within the joint with 
the formation of a window, a method by which 
considerable improvement can be obtained even in 
severe cases. In arthritis deformans, operative re 
moval of the synovial membrane can be of value 
only in cases in which the usual conservative and 
hydrotherapeutic measures have failed. In such 
cases it will not have any influence on the essential 
pathological changes in the cartilage or its border 
excrescences, but will alleviate the severe pains due 
to the synovitis. Thus in these cases it is to be 
classed merely as a symptomatic measure. 
s0ODE (Z). 


FRACTURES AND DISLOCATIONS 


Grauer, R. C.: The Effect of Viosterol on the Peri- 
osteum in Experimental Fractures. -Arch. Surg., 
1932, XXV, 1035. 

In experiments on guinea pigs with fractures 
Grauer studied the changes occurring in the calcium, 
inorganic phosphorus, and protein values of the 
blood serum following the administration of graded 
doses of viosterol ranging from 0.75 to 15 mgm. 
daily. Microscopic examinations were made of a 
fractured radius, the costochondral junction, the 
ribs, the aorta, the heart, the lungs, and the bronchi. 
No calcareous deposits were found in the soft 
tissues, but when high doses of viosterol were given 
renal and myocardial damage was evident. When a 
dose of 1 mgm. was given the calcium content of the 
blood rose about 1o per cent while the protein and 
phosphorus remained fairly constant. When 2 
mgm. and more were given there was a proportionate 
increase in the phosphorus and protein content of 
the serum. In all of the animals the serum calcium 
showed a primary rise during the early days of the 
administration of the viosterol until a maximum was 
reached and then a gradual fall. As the doses of 
viosterol were increased, toxic manifestations be 
came apparent. 

The animals given 2 mgm. of viosterol or less 
showed a consistent stimulation of the osteogenic 
layer of the periosteum. When larger doses were 
given osteogenesis was retarded and the outer 
fibrous layer was stimulated. In the animals given 
15 mgm. of viosterol there was no tendency toward 
bone formation at the fracture site and the picture 
was that of a true osteitis fibrosa. 

The author draws the following conclusions: 
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1. In experimental fractures viosterol in therapeu- 
tic doses causes stimulation of the osteogenic layer 
of the periosteum. 

2. Osteogenic differentiation is 
viosterol (Vitamin D). 

3. Overdosage of viosterol produces stimulation 
of the fibrous layer of the periosteum through decal- 
cification of bone and causes retardation in repair. 

4. In guinea pigs, osteitis fibrosa is simulated by 
overdosage of viosterol. 

5. Studies of the serum calcium and phosphorus 
following the administration of high doses of 
viosterol invalidate the calcium-phosphorus product 
as a means of prognosticating non-union. 

WALTER C. Biount, M.D. 


enhanced by 


Feenstra, J. A.: Isolated Fracture of the Dens 
Epistrophei Without Spinal Cord Symptoms 
(Isolierte Fraktur des Dens epistrophei ohne Mark- 
erscheinungen). Verhandl. d. 6 internat. Kong. 
gewerbl. Unfaelle u. Berufskrkh., 1931, p. 447. 

To the three cases of isolated fracture of the dens 
epistrophei reported in the literature—those of 

Pieri, Kienboeck, and Lassagne—the author adds 

four more, one of which he observed himself. In 

every case the cause of the fracture was a fall on 
the occiput and neck or a severe blow to this region. 

The force applied to the ligamentous structures 

between the atlas and the dens epistrophei involved 

the transverse ligament. Even if the transverse 
ligament is not torn loose, the dens may break off 
and the atlas may be displaced somewhat forward. 

\ striking feature is the rapid and complete heal- 

ing of the grave injury. Contrary to Pieri, the 

author believes that any conservative method is 
acceptable if it does not require too prolonged 
immobilization. The best method is probably the 
application of a plaster-of-Paris cast to the neck 
or extension for from four to six weeks in a Glisson 
sling. After this treatment exercises may be begun 
cautiously. The theory that severe sequelz will be 
caused by any dislocation of the atlas, as asserted 
by Osgood and Lund, is disproved by the author’s 
observations. The gravity of the injury depends only 
on whether or not the ligaments remain intact. 

HEINEMANN-GRUEDER (Z). 


Rotolo, G.: A Contribution on the Surgical Treat- 
ment of Sternoclavicular Dislocations (Contri- 
buto alla cura cruenta della lussazione sterno- 
clavicolare). Chir. d. organi di movimento, 1932, 
XVI, 218. 

The chief difficulty in the treatment of sterno- 
clavicular dislocations is the maintenance of apposi- 
tion after reduction. Many non-surgical procedures 
and operations have been suggested for this purpose. 
The author reports a case in which he used the 
technique of Henschen with a very satisfactory re- 
sult. In this technique the dislocated joint surfaces 
are exposed by a curved incision and the inter- 
articular disk is partially cut away from its sternal 
attachment, a pedicle being left at its postero- 


superior insertion. The two articular surfaces are 
then approximated and fixed by two through-and 
through sutures of the ligamentous capsule of the 
joint. The fibrocartilage is bridged across to the 
head of the clavicle and sutured to the periosteum 
and adjacent soft parts. The arm is then immo) vilized 
in a Desault bandage. 

The clinical symptoms and signs and the ro: 
findings in the author’s case are reviewed Syrieily. 
and the steps of the operation are shown by illustra 
tions. When the patient was re-examine! five 
months after the operation he was free from s\ mp- 
toms and able to work. EUGENE T. Leppy, \I.D 


ntgen 


Wieth-Pedersen, G.: Results of the Treatment of 
Fractures of the Radius (Ergebnisse der |\ehand. 
lung von Radiusfrakturen). Hosp.-Tid. 2 0 
495: 

The most frequent fracture is fracture of the 
radius, the treatment of which thus far has not given 
very satisfactory results. Insurance statistics shoy 
that of 443 persons with fracture of the radivis, onl 
123 completely recovered and one-third those 
treated had a permanent work disabilit The 
author believes that too much attention has been 
paid to the anatomical position of the fragments and 
not enough to improvement of function. Recently, 
however, the importance of functional therapy has 
received greater recognition. A_ plaster of-Paris 
cast is now applied so that the hand is kept in dorsi- 
flexion and motion of the fingers is retained. Onl 
the wrist joint is immobilized. Massage relieves the 
pain, removes hematomata and oedema, ind, by 
stimulating the cells, accelerates the transformation 
of pathological tissues into normal tissues. How- 
ever, active motion is superior to massage jor the 
stimulation of active hyperemia. 

The author describes the treatment used at his 
institution, which consists essentially of reposition 
of the fragments and bandaging. No mussage or 
passive motion is employed. Of 174 patients, oo 
were re-examined subsequently. Twenty showed 
roentgen changes, but the remaining 7o ' 
pletely healed. In 77.8 per cent of the 
fragments were in good anatomical posi! Dis- 
location was evident clinically in only 12 nction 
was good in 94.4 per cent. It was found that treat- 
ment with active motion from the beginning re- 
turned the patients to their work sooner ()).n mas- 
sage and passive motion. Sixty-five per cvnt of the 
patients treated with active motion were able to 
return to their work within four weeks. : 

H : (Z). 
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Garcia, A. L., and Fitts, M.: Simple Pathological 


imples 


Dislocations of the Hip (Las luxaciv 
, XXXIX, 


patolégicas de la cadera). Semana méd 
792. 

The authors define simple pathologi: 
tions of the hip as dislocations not pre 
marked destruction of bone in either th 
the femur or the acetabulum. 
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They report nine cases and supplement the re- 
ports with roentgenograms. They differentiate be- 
tween dislocations caused by coxalgia and those 
caused by other acute processes. In their material 
there were more of the latter than of the former 
type. Lesions of the soft parts predominate in these 
imple dislocations. The non-tuberculous forms 
originate chiefly from acute osteomyelitis in the 
region of the hip joint, but may be caused also by 
acute arthritis developing in the course of an in- 
fectious disease. 

In two of their cases the authors performed 
arthrotomy. In one of these there was no joint 
exudate, but granulations and a laceration of the 
round ligament were found. In the other, the opera- 
tion disclosed pus in the joint and laxity of the round 
ligament. Many surgeons believe that granulations 
play the chief part in the development of such dis- 
locations by the elastic force which they exert on 
the head of the femur. The two cases in which the 
authors performed arthrotomies do not support 
this theory. In the authors’ opinion the chief 
factors are destruction or relaxation of the round 
ligament associated with distention of the capsule 
and relaxation of the fibrocartilage of the joint, 
phenomena which are common to all forms of 
arthritis. 

The diagnosis is based chiefly on the roentgeno- 
gram.: The clinical symptoms are the same as those 
of any dislocation of the hip. 

The chief indication in treatment is reduction of 
the dislocation. Generally this can be accomplished 
by simple extension. In the cases of small children, 
in whom it is difficult to maintain continuous exten- 
sion, it is better to begin treatment by reduction 
and the application of a cast. If extension and trac- 
tion are not effective within a month, some other 
method should be adopted. Chief among other 
methods is forced reduction under anesthesia and 
the application of a plaster cast. Care is necessary, 
asin coxalgia violent manipulations may disseminate 
the process. In old cases, operative reduction may 
be necessary. This should be performed only in the 
chronic stage of the disease. In coxalgia, the opera- 
tion should always be adapted to the type and degree 
of the lesion and the patient’s general condition. 

In all of the authors’ cases except one, extension 
and immobilization were employed. In some cases 
they were aided by reduction under anzsthesia. 
In one case operative reduction was necessary. In 
two cases ankylosis of the hip joint resulted. In 
these, reduction was not complete. In one case func- 
on was restored entirely, and in another almost 
entirely. In the case operated upon, the dislocation 
recurred as removal of the plaster cast became 
necessary after twenty-five days on account of 
‘uppuration. In one case opening of a cold abscess 
Was followed by a gangrenous mixed infection which 
necessitated resection. The authors state that these 


j ‘ases of simple dislocation very frequently result in 


ankylosis or marked rigidity of the hip joint. 


AupREy Goss Morean, M.D. 


Speed, K.: Fractures of the Neck of the Femur. 
Ann. Surg., 1932, XCvi, 951. 

The author discusses practical points in the treat 
ment of fractures of the neck of the femur and 
criteria upon which the prognosis may be based. 
Various collections of reports on so-called end-re 
sults in such fractures show that the average inci- 
dence of good results is little better thani 60 per cent. 
Following treatment by apposition, rest, and im- 
mobilization, the prognosis for union and future use 
of the leg depends upon whether the head of the 
bone has retained its vitality or is undergoing 
aseptic necrosis, with or without substitution of 
bone, and whether the supporting bony trabeculx 
in the head and neck are re-forming to give proper 
weight-bearing support and lasting function. These 
determinations may be made by roentgenography at 
intervals during the course of convalescence and 
after the patient has become ambulatory. 

The histopathology of the changes after fracture 
of the neck of the femur, the relationship of the 
blood supply of the head of the bone to healing, and 
the determinations mentioned are discussed on the 
basis of laboratory and autopsy specimens obtained 
at various stages after fracture. The value of dif 
ferent operative procedures in these fractures is also 
taken up. The author states that it is necessary 
to consider fractures of the neck of the femur from 
the standpoint of these factors if we are to obtain 
clearer indications for reconstruction operations and 
reliable statistics on the incidence of final cure. 
Trustworthy statistics can be obtained only when 
all cas¢s are studied roentgenologically for years. 


Goodwyn, T. P.: Fractures of the Upper End of 
the Tibia Involving the Articular Surfaces. 
South. Surgeon, 1932, i, 209. 

Fractures of the upper end of the tibia are de 
scribed and classified. Of importance is recognition 
of the type of fracture with sloping surfaces which 
requires traction, open operation, and some fixation 
other than a cast. The use of a modified Boehler 
heel clamp is suggested for certain cases. Badly 
comminuted fractures require traction to maintain 
reduction. Impaction of the central portion without 
fracture of the articular portion requires open 
operation in almost every case. The author cuts a 
window through the cortex of the tibia just distal 
to the depressed fragments and then inserts a chisel 
and raises the depressed fragments into place. To 
prevent displacement, he removes pieces of can 
cellous bone from the upper end of the tibia and 
packs them under the fragments. 

WALTER P. Biount, M.D. 


Reich, R. S.: Fractures of the Calcaneus. 
M. Ass., 1932, XCix, 1909. 


J. Am. 


This article is a report of eighteen cases of com 
minuted fractures of the calcaneus, nine recent and 
nine old. Of the nine recent fractures, five were 
unilateral and four were bilateral. Seven of the nine 
recent cases were treated by the Cotton-Funston 
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method of correction followed by subastragalar 
arthrodesis. The two others were treated by the 
Boehler method. 

Of the nine old cases, subastragalar arthrodesis 
was performed on all because of persistent disability. 

Exostoses appearing on the weight-bearing sur- 
face of the os calcis were excised, and if there was 
impingement of the lateral portion of the calcaneus 
this impaction was also resected. In some cases in 
which the fracture extended into the calcaneocuboid 
joint this joint was arthrodesed. 

Twelve of the eighteen patients obtained good 
results as they were able to return to their former 
occupaticns without a permanent handicap. The 
shortest period of disability was five and a half 
months; the longest, fourteen months; and the 
average, eight and one-fourth months. 

Of the remaining six patients, one with a bilateral 
fracture had a knee complication which prevent- 
ed him from returning to work. However, his 


heels are sufficiently restored to permit him to 
work. In the three others the result has been con- 
sidered a failure because there is persistent pain 
and the patients have been unable to resume their 
Two patients treated by the 


former occupations. 
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Boehler method were treated too recently to permi; 
a report of the final results. When they were las; 
examined they were able to walk without dijiiculty 
but had complete limitation of motion in the sj 
astragalar joints. 

Surgeons are not agreed that in old untreated 
cases of fracture of the calcaneus the pain ani 
disability are due to involvement of the subastragg 
lar joint and in some instances to the calcaneocuboid 
joints. The most successful treatment in such cases 
has been arthrodesis of these joints. It is | 
sensus of opinion that in recent cases th 
of Boehler has achieved the best possible ay 
correction. 

In many cases in which good results } 
obtained by either the Boehler or th 
Funston method examination discloses 
limitation of lateral motion of the ankk 
either to spontaneous fusion of the su! 
joint or to a mechanical locking. In rece 
which there is disability in spite of the b: 
correction of the deformity there is pai: 
to the subastragalar joint. Subastragalar : 
is advocated early in the treatment in 
shorten the disability as much as possibl 
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BLOOD VESSELS 


Fotheringhan, T.: Thrombo-Arteritis of the Upper 
Extremity from the Prolonged Use of One 
Crutch (Thrombo-arteritis del miembro superior 
por uso prolongado de una muleta). Rev. méd. d. 
Rosurio, 1932, Xxii, 743. 

The improper use of crutches, such as the use of 
crutches which are too long or of only one crutch, 
results in pressure on the neurovascular bundle of 
the upper extremity and in some cases leads to 
nervous or vascular disturbances. Neuritis and 
phlebitis are not rare, but arterial changes are less 
common. 

The first case of arteritis from the prolonged use 
ofa single crutch was reported by Souquet and Ter- 
ris in 1924. Since then, five other cases have been 
recorded in the literature. Two of the six patients 
had gangrene, and four consulted physicians because 
of symptoms of ischemia. Anatomical studies of the 
brachial artery were made in three cases, but the 
smaller arteries have never been studied. 

The author reports a seventh case. The patient 
wasa man who had used a left crutch since the age of 
seven years because of infantile paralysis of the left 
lower extremity. Three months previous to his ad- 
mission to the hospital he began to suffer from inter- 
mittent claudication. Dry gangrene of the fingers 
leveloped gradually and was later complicated by 
vet gangrene of the hand. No pulsations could be 
detected in the brachial, radial, or ulnar artery. As 
it was impossible to control the gangrene by con- 
servative measures, a 12-cm. portion of the brachial 
artery was removed and the forearm amputated at 
the lower end. Gangrene of the stump necessitated a 
second amputation in the middle of the forearm. 
lhe patient recovered. 

The pathological changes in the brachial, ulnar, 
radial, palmar, and some of the interosseous arteries 
are described, 

_ The adventitia of the upper portions of the brach- 
ial artery showed intense perivascular fibrosis with 
old extravasated blood undergoing organization. 

the media was little affected. Arteriosclerotic 
changes were absent. The intima showed chronic 
nflammatory changes, and the lumen was oblitera- 
ted by a thrombus. 

_ the radial artery showed only slight perivascular 
‘brosis, The media was almost unchanged, but the 
intima was greatly thickened and the lumen was 

iterated by adult connective tissue undergoing 

inalization. The veins showed only slight changes. 

The changes in the smaller arteries were appar- 

tntly older than those in the brachial artery. The 

‘Mense perivascular fibrosis and the partly organ- 

ved extravasated blood in the proximal end of the 
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brachial artery were interpreted as evidence of 
trauma from the pressure of the crutch. 

The intima of an artery becomes injured first as it 
is the most delicate layer. Later, chronic inflamma- 
tory and proliferative processes of possibly an infec- 
tious nature are superimposed. The endarteritis 
beginning in the brachial artery extends into the 
lesser branches. Thrombus formation starts in the 
latter and extends upward into the brachial artery, 
producing the symptoms of claudication or gangrene 
when an important collateral branch is obstructed. 

In cases with claudication, the use of the crutch 
should be stopped and arm exercises and Buerger’s 
vascular gymnastics should be given. ‘Thereafter, 
two crutches should be used. If gangrene is present, 
conservatism along established lines for the treat- 
ment of this condition is advisable. 

W. H. Martinez, M.D. 


Muro, F. G.: Varices (Varices). Wed. Ibera, 1932, xvi, 
433, 405. 

The pathological anatomy and clinical forms of 
varices are reviewed. Mechanical factors certainly 
play a part in the production of these lesions, but a 
certain weakness of the vessels is to be assumed as 
many individuals undergo the same mechanical 
strain without developing varices. Varicose ulcers 
are the most frequent leg ulcers and can be differ- 
entiated from syphilitic ulcers without difliculty. 

Various forms of treatment are used. Some cases 
can be cured simply by hygienic living and the 
avoidance of too much standing. The best diet con- 
sists chiefly of fruits and vegetables. Foods causing 
intestinal fermentation should be avoided. ‘The 
amount of food should be small, and not more than 
a liter of fluid should be taken in a day. Compres- 
sive bandages are commonly employed and are a 
useful palliative in some cases, but they never bring 
about cure and in old cases in which there are large, 
sensitive, inelastic veins they may cause clots and 
embolism. Alkaline and radio-active waters are of 
value. Among internal remedies, tonics for the nerv- 
ous and circulatory systems, gland preparations, and 
drugs which liquefy the blood, such as sodium citrate 
and potassium or sodium iodide, are useful. Good 
results have been obtained with a combination of 
phlebotonic and opotherapeutic drugs. 

Surgical treatment has been used for varices since 
the time of Hippocrates. For a while it fell into dis 
repute because of careless technique and severe post 
operative infections, but since the introduction of 
asepsis and improved technique it has given very 
successful results. There is always some danger of 
embolism, but if the emboli are aseptic the danger is 
very much reduced. In the cases of old, obese, or 
cachectic patients and patients with albuminuria, 
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heart disease, or hypertension, surgery is contra- 
indicated. 

The latest treatment of varices is the injection of 
substances to bring about sclerosis of the vessels. 
Ihe injections should always be made into super- 
ficial veins and entirely within the veins. The vari- 
ous substances used include quinine hydrochloride, 
sodium salicylate, sodium carbonate, sodium citrate, 
biniodide of mercury, glucose, and glycerin. The 
results are very good. Recurrences have been infre- 
quent even in patients under observation for from 
eight to ten years. AuprEY Goss Morcan, M.D. 


BLOOD; TRANSFUSION 


Birch, C. L. J. Am. M. 


XCix, 1566. 


Hemophilia. Ass., 1932; 

Haemophilia is transmitted by females and mani- 
fested by males. A study of twenty families through 
from four to seven generations showed that persons 
with hamophilia have more daughters than sons, 
while transmitters have more sons than daughters. 

Fatal hemorrhage may follow the most trivial in- 
jury and may occur in any part of the body. The 
most characteristic site is the joints. Extensive sub- 
cutaneous hemorrhage may follow slight trauma, 
and intramuscular hemorrhages may occur spon- 
taneously. The white cell count is increased to from 
10,000 to 12,000, and there is local and general ele- 
vation of the temperature. Free bleeding, as from 
the nose or kidney, is usually not accompanied by 
fever. 

When hemorrhage occurs into an abdominal 
organ the diagnosis may be difficult. Abdominal 


bleeding is most frequent in the ileocecal region, 
where it may suggest appendicitis. 

Repeated hemorrhage into a joint results in 
atrophy and proliferation of bone, lipping, and osteo- 


phyte formation. Less frequent are hemorrhages 
into the brain and spinal cord with paralyses and 
sensory disturbances. 

The treatment which has given the best results is 
the administration of whole ovary in large doses, 
ranging from 15 to 8o gr. daily. Theelin has proved 
effective during a bleeding phase, but is not of value 
for prolonged use. Specific improvement is mani- 
fested by a decrease in the coagulation time and in 
the frequency and severity of the hemorrhages, and 
general improvement by a gain in weight and growth, 
an increase in the haemoglobin, and general improve- 
ment in vitality. kK. S. Pratt, M.D. 
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De Elizalde, F.: A Clinical Contribution to the 
Study of Werlhoff’s Disease  (Contrilucisy 
clinica al estudio de la enfermedad de Werlhoif 
Semana méd., 1932, XXXixX, I100. 

In 1735 Werlhoff differentiated from the great 
group of hemorrhagic conditions a disease which he 
called ‘‘morbus maculosus hemorrhagicus.” The 
author reviews the literature on the condition since 
that time. The disease is characterized by himor- 
rhages of the skin and mucous membranes occ i\rring 
either spontaneously or on slight trauma. The num 
ber of blood platelets is greatly decreased, the |sleed- 
ing time is increased, and the clot js irretractable. 
The number of erythrocytes remains normal (itil it 
is reduced by repeated hemorrhages. The color in- 
dex is normal or below normal. There may bv signs 
of regeneration such as anisocytosis, polychroma- 
tophilia, and nucleated erythrocytes. The number 
of leucocytes is normal! or slightly increased. 

Werlhofi’s disease is rather rare. It occurs most 
frequently in childhood and adolescence. I: some 
cases there is a family history of the disease or of 
tuberculosis or syphilis. The pathogenesis of the 
condition is not well understood. The author reviews 
the various theories regarding it. 

The prognosis is in general good, but depends toa 
great extent on the patient’s age and genera! con- 
dition. 

In the medical treatment of the disease, calcium 
is used; also an extract of blood platelets. The condi 
tion was first treated by splenectomy by Kaznelson 
in 1916. Since then this treatment has been quite 
generally adopted. The author shows in tabular 
form the results of splenectomy in seventy-three cases 
collected from the literature. The results were good 
in sixty-two (86.3 per cent) and poor in five ((.85 per 
cent). Five of the patients died. In fifty-one of the 
cases with good results, a complete cure was re 
ported, but the observation time in twelve of the 
cases was not given. In twelve cases there was 
marked improvement, but the observation time in 
three cases was not stated. 

The author reports seven cases which were 
medically. At least temporary recovery res 
all, but in some of them operation may be 1 
later, at the time of puberty. The autho 
that more caution is necessary in performing 
ectomy in the cases of children than in the 
adults as the functional effects of loss of th 

may be greater in the young. 
Aubrey Goss Morcax, M.D 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Ewig, W., and Klotz, L.: Studies on the Post- 
operative State (Studien ueber den postoperativen 
Klin. Wcehnschr., 1932, i, 932. 


Zustand). 


In this communication the authors report experi- 
ments on dogs in which the vasomotor center in the 
medulla oblongata was paralyzed by the injection 
of 2c.cm. of a 5 to 10 per cent solution of novocain 
by occipital puncture by Trendelenburg’s method. 
In this way collapse with a considerable decrease in 
the circulating blood was brought about. The 
amount of circulating plasma and circulating blood, 
the hemoglobin, the red-cell count, and the serum 
protein in the capillary blood and in the large ves- 
sels were investigated, and X-ray studies were made 
of the changes in the size of the liver and spleen to 
obtain a deeper insight into the nature of the blood 
changes and the mechanism of the various types of 
collapse. 

In vasomotor collapse there was a considerable 
drop in the circulating blood volume with a decrease 
in the size of the heart and in the arterial and venous 
blood pressure. In addition, there were distinct dif- 
ferences in the circulating blood volume as deter- 
mined by the carbon dioxide and dye methods, and 
a considerably greater drop in the number of red 
cells than in the amount of circulating plasma. In 
the large vessels the haemoglobin and the number of 
red cells were decreased, whereas in the capillary 
blood of the superficial portions of the body they 
were slightly increased. There was no noteworthy 
increase of blood in the blood reservoirs (liver and 
spleen) and no evidence of a loss of plasma. 

In wound shock conditions were quite different. 
In this condition there was a decrease in the circu- 
lating blood volume, the size of the heart, and the 
arterial and venous blood pressure. A similar de- 
crease in the amount of circulating blood was deter- 
mined by both methods of estimation. A consider- 
ably greater decrease was noted in the circulating 
plasma volume than in the number of circulating 
erythrocytes, and there was a marked concentration 
of blood in the large and small vessels. There was 
4 es filling of the liver and spleen with 
UIOOd, 

Visceral shock closely resembled wound shock. 
It was characterized by a considerable decrease in 
‘he circulating blood volume and a drop in the 
‘rterial and venous pressure. The drop in the 
‘mount of circulating blood was the same according 
0 both methods of determination. The number of 
culating red cells decreased slightly, while there 
“as a marked decrease in the amount of circulating 
nasma. Consequently there was a considerable con- 


centration of the blood. The decrease in the circu- 
lating blood volume depended principally upon con 
centration of the blood by a local loss of plasma. 
There was no increased content of blood in the liver 
and spleen. 

Studies of histamin shock showed a drop in the 
circulating blood volume and in the arterial and 
venous pressure. The determinations made by the 
two methods of blood-volume estimation differed 
considerably. More blood plasma than any other 
constituent disappeared from circulation, while 
there was only a moderate reduction in the number 
of circulating red cells. Consequently there was con- 
siderable blood concentration. The liver became 
larger, but the spleen was somewhat smaller. 

TOBLER (Z). 


Ewig, W., and Klotz, L.: Studies on Postoperative 
Shock (Studien ueber den postoperativen Shock). 
Deutsche Ztschr. f. Chir., 1932, CCXXXv, O81. 

In the experiments here reported the postopera- 
tive condition of the peripheral circulation was 
studied. It was found that the general condition 
does not always show the same changes after opera- 
tion. In addition to very slight postoperative 
changes, the authors were able to observe two dif- 
ferent types of reaction immediately after opera- 
tion. These are designated as a “compensated” and 
a “‘decompensated”’ postoperative shock. 

The compensated postoperative condition is char- 
acterized by an increase in the amount of circulating 
blood, an increase in the venous pressure with more 
complete filling of the veins, and no change or only a 
moderate increase in the arterial pressure. The skin 
is red, somewhat moist, and strikingly well supplied 
with blood, and the tissue turgor is very good. 
There are no evidences of vascular or circulatory in- 
sufficiency. The further postoperative course is 
favorable, and in the absence of complications no 
therapeutic measures are necessary. 

The decompensated postoperative state presents 
an almost exactly opposite picture. In addition to 
generalized pallor, a damp cold skin (particularly in 
the extremities), more or less marked cyanosis, and 
sinking in of the cheeks and eyes, there is a very 
marked reduction in the amount of circulating blood 
with a fall in the arterial and venous pressure, col- 
lapse of the veins, and considerable acceleration of 
the pulse. Decompensated postoperative shock pre 
sents the typical picture of collapse. Carbon dioxide 
inhalations and intravenous infusions of glucose are 
most effective in this condition. 

Neither the extent of the operation nor the type 
of anesthesia is responsible alone for the occur 
rence of compensated or decompensated post-op- 
erative shock. While the increase in the amount of 
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circulating blood occurring immediately after opera- 
tion is to be attributed chiefly to the evacuation of 
blood reservoirs, the decrease in the amount of 
circulating blood is due partly to the accumulation 
of blood in the splanchnic region and partly to a loss 
of plasma. However, in cases of uncomplicated 
operation loss of plasma or concentration of the 
blood cannot be regarded as the only cause of the 
decrease in the circulating blood as frequently indi- 
cations of concentration (an increase in the hemo- 
globin, red cells, and serum protein, and a decrease 
in the plasma fraction as demonstrated by the 
hemocrit) are absent. When blood concentration 
occurs it frequently bears no quantitative relation- 
ship to the amount of fluid loss. 

Of the anesthetics, avertin has the most unfavor- 
able effect on the peripheral circulation, causing 
always more or less well-defined decompensated 
shock immediately after the operation. In the 
further postoperative course the various blood dis- 
placements are not always corrected uniformly. 

TOBLER (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Spinelli, A.: Essence of Bergamot, a New Surgical 
Antiseptic (L’essenza di bergamotto. Nuovo anti- 
settico nella pratica chirurgica). Policlin., Rome, 
1932, XXix, sez. Chir. 627. 

Essence of bergamot has been widely used in the 
manufacture of perfumes ever since the original 
compound was introduced by De Feminis in 1690. 
It is employed aiso in the manufacture of soaps, toi- 
let lotions, and liquors. Pharmacologically, it acts 
as a hypnotic and depresses the pulse and respira- 
tion. Recently it has been used as a refracting oil in 
microscopy. Like many of the essential oils, it has 
some bactericidal properties. 

Spinelli proposes its use in surgery for sterilization 
of the surgeon’s hands and the field of operation. In 
bacteriological tests of it on the skin of animals and 
human skin he found that it causes no irritation 
and that it is not toxic if absorbed. Because of its 
pleasant and delicate aroma it should prove of spe- 
cial value in the treatment of putrifying wounds. 
Spinelli reports the successful use of a 7 per cent 
solution of essence of bergamot in the pre-operative 
sterilization of the skin in a large series of surgical 
cases of various types. A disadvantage of the sub- 
stance is that it does not stain. This can be cor- 
rected by adding indigo-carmine or picric acid. 

EuGENE T. Leppy, M.D. 


ANZSTHESIA 


Ruge, E.: Fatal Hepatorenal Injury Following 
Avertin Narcosis (Toedliche Leber-Nierenschae- 
digung nach Avertin). Zentralbl. f. Chir., 1932, p. 
2334. 

This is a critical discussion of deaths due to aver- 
tin, exclusive of those in which the respiratory cen- 
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ter was involved. 


The nine cases of deat! 
hepatorenal lesions following the use of avertin \\ 
were collected from the literature by Anschuetz 


lron 
hict 


divided by him into six positive and three doultfy 
cases cannot be ascribed solely to the avertin with 
out reservations, as in several of them death might 


have occurred following the use of some othe: 


thetic or even without any form of narcosis. 
opinion approaches that of the American a 
man surgeons (including Anschuetz) who 


weight or even a little more than this amou: 
dangerous to the liver and kidneys 

In the case of a narcotic preparation whic 
being assailed by critics, it is desirable to 
careful examination of the details in ever, 
which there is a suspicion of damage to thx 
chymatous organs. The value of avertin 
will not be decreased by the scientific tabu! 
avertin deaths, but care must be taken that 
for which it is not responsible are not charg: 

The author reports the case of a constiti 
weak but apparently organically sound 
died suddenly one hundred and six hour 
successfully induced avertin narcosis. At 
the only organic changes discovered were 
fatty infiltration and degeneration of the 
kidneys. The question as to whether o: 
death in this case should be considered (| 


Ad 


avertin is left unanswered. R 
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Spinal Anesthesia by Intravenous injection 


of Cerebrospinal Fluid (Prophylaxie 
rachianesthésiques par injections intray: 
liquide céphalo-rachidien). Bruxelles-m¢u 
1343. 

In spite of its great advantages, spinal a 
is rejected by many surgeons on account 
undesirable after-effects. These consist 
neurovascular and functional visceral dist 
Various more or less empirical methods | 
suggested to combat them. The insu! 
these methods is due largely to a lack of 
of the pathogenesis of the complication 
and Crémieux attribute the complicatio: 
turbance of cerebrospinal secretion (hype: 
hypotension of the cerebrospinal fluid, 
reaction), whereas Leriche believes they 
mechanical disturbance (hypotension si 
loss of fluid after lumbar puncture in t! 
zones). 

Daniel believes that the after-effects : 
general rather than a local disturbance, ! 
sympathetic disequilibrium followed b) 
crisis (colloidoclastic shock). The same 
been advanced by Valerio. The compli 
to develop most often in patients wit 
hypersensitivity to anxsthesia and wit 
disturbances. 

Therapy must be directed toward c! 
constitutional state by pre-operative pr 
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SURGICAL TECHNIQUE 


the patient to prevent the humoral crisis. Since 
1926, the author has prepared his patients by giving 
them an intravenous injection of cerebrospinal fluid. 

The patient is placed in a sitting position as for 
spinal anesthesia. After lumbar puncture between 
the fifth thoracic and the first lumbar vertebra, a 
ro-c.cm. syringe is attached .to a very fine needle 
and about ro c.cm. of cerebrospinal fluid are with- 
drawn. .\ 2-c.cm. syringe containing the anesthetic 
solution is then attached to the needle and the ans- 
thetic solution is injected into the spine after it has 
been mixed with cerebrospinal fluid drawn into the 
syringe. The patient is immediately made to lie 
down and instructed to breathe deeply. An assistant 
then injects the solution slowly into the vein at the 
elbow. Operation may be begun after five or six 
minutes. The anesthetic preferred by the author is 
novocain. In the case of a patient weighing 70 kgm., 
9.12 ctgm. of novocain is used. 

Daniel has employed this method in 477 cases, 
chiefly for major laparotomies on the female geni- 
talia. The immediate results are very good. There 
is little, if any, shock, and the face usually retains 
its normal color throughout the operation. The 
pulse becomes accelerated after two or three minutes, 
attaining a rate of from too to r1ro, but returns to 
normal in about fifteen minutes. The blood pres- 
sure rises from rt to 3 cm. Hg (Vaquez-Laubry 
apparatus). Complete muscular relaxation is ob- 
tained without nausea or vomiting. The sponta- 
neous vomiting which occurred on the operating 
table in about 5 per cent of the author’s cases from 
ten to fifteen minutes after the injection of the anexs- 
thetic was of very short duration and ceased a few 
minutes after the patient had taken several deep 
breaths. 

The late results are still better in most cases. The 

subjective condition of the patient is good during 
the hours following the operation. In only about 1.5 
per cent of the cases reviewed did postoperative 
vomiting persist for four or five days. In 1.5 per 
cent there was postoperative headache from about 
the third day, but this was transitory. Headache of 
spinal origin of the severe, stubborn type was very 
rare. Headache seemed more persistent in syphilitic 
patients. 
_ The method has been used with good results also 
by Paulino and Valerio of Rio de Janeiro, Papin and 
(audier in France, Vitale in Italy, and Stanca in 
Roumania. 

The action of the intravenously injected cerebro- 
‘pinal fluid is both general and local. It desensitizes 
‘he Organism and protects against anaphylactic 
‘tock. It raises the blood pressure by stimulating 
‘he vascular svmpathetics. The rise in the blood 
pressure is followed by an increase in the pressure of 
‘he cerebrospinal fluid. The injection may possibly 
‘'s0 stimulate and increase directly the excitosecre- 
“ty tunction of the choroid plexus which is inhibited 

‘contact of the anesthetic with the nerve centers. 

In Operations on the abdominal viscera spinal 
‘esthesia has been known to cause hypotension 
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even to the point of collapse from paralysis of the 
vessels in the splanchnic region. According to 
Quarella, this hypotension is unavoidable if one is 
to get a sufficient anesthesia up to the fifth or sixth 
pair of spinal roots, as the paralyzing action of the 
anesthetic affects not only the sensory and motor 
fibers but also the vasoconstrictor nerves. Accord- 
ing to Jones, the hypotension is due to vasomotor 
paralysis and absorption of the anesthetic into the 
blood stream. To combat or prevent this hypoten- 
sion Daniel has found injections of ephedrin of 
value. 

In a clinical and experimental investigation of the 
action of the cerebrospinal fluid on the arterial pres- 
sure, the author found that the fall in the arterial 
pressure is due not only to the anesthesia, but also 
and chiefly to the operative trauma. Simple spinal 
anesthesia followed by an intravenous injection of 
cerebrospinal fluid without previous operation or 
after extraperitoneal operations caused only a slight 
hypotension, whereas opening of the peritoneum 
long and Jaborious operative procedures, traction on 
vascular pedicles or organs, and the introduction of 
ether into the peritoneal cavity were followed by a 
sudden and marked fall in the pressure to from 5 to 
7 cm. Hg. 

An investigation of the specific principles con- 
tained in the cerebrospinal fluid (folliculin, secretion 
of the anterior and posterior lobes of the hypophysis) 
to which some of its effects seemed due led to no 
conclusions. Epita S. Moore. 


Finsterer, H.: The Value of Local Anesthesia for 
Laparotomies. Twenty-Five Years’ Experience 
in 5,172 Abdominal Operations Performed by 
the Author (Die Bedeutung der Lokalanaesthesie 
fuer den Verlauf der Laparotomie. Fuenf und 
zwanzig jaerige Erfahrungen bei 5,172 selbst ausge- 
fuehrte Bauchoperationen). Wien. klin. Wehnschr. 
1932, li, 833, 868, 903. 

This exhaustive work emphasizes anew the great 
advantages of local anasthesia over anesthesia of 
other types particularly general anesthesia and es- 
pecially in abdominal operations. When local anes 
thesia is used neither secondary cardiac death from 
anesthesia nor secondary respiratory paralysis occur 
and there are no deaths from anesthesia on the op- 
erating table. The author states that the so-called 
death fr m shock which is attributed by many to 
the extent of the intervention and the poor general 
condition of the patient is in reality a death from 
anesthesia. The injury to the liver tissue which 
always results from prolonged ether anesthesia does 
not occur with local anesthesia. Circulatory weak- 
ness, which leads to thromboses and later emboli, is 
not to be expected after operations under local 
anesthesia. After local anesthesia the incidence of 
hemorrhage and acidosis is less. [Fatalities within 
the first three to five days are extremely rare after 
operations under local anesthesia. 

All of the advantages of local anesthesia obtain 
especially in the major operations and serious ill- 
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nesses. Postoperative gastric and intestinal atony 
is not observed after local anesthesia. Following 
operations on the stomach this was formerly often 
interpreted as vicious circle. In reality it is nothing 
else than an effect of the general anesthetic. The 
arteriomesenteric occlusion of the duodenum after 
gastro-enterostomy is a postanesthetic gastric pa- 
ralysis, in fact an injury of the innervation center. 
It does not occur after local anesthesia. 

General anesthesia reduces the normal resistance 
of the organism so that even slight infections (air 
and gastric contents) attack a weakened body and 
lead to peritonitis. A diminution of phagocytosis 
lasting for from two days up to several weeks is the 
rule after every general anesthesia. Postoperative 
peritonitis develops considerably less frequently 
after local anesthesia than after general anesthesia, 
even when the operative intervention lasts up to four 
hours or longer (gastric resection with resection of 
the colon). 

After local anesthesia, postoperative pneumonia 
runs a considerably milder course and is never fatal. 
Hypostatic pneumonia is an anesthetic injury due 
to poor circulation of the blood. The most frequent 
form of pneumonia occurring after operations per- 
formed under local anesthesia is the retention pneu- 
monia due to poor expectoration. Death from pneu- 
monia is the result of poor functioning of the heart. 
Under local anesthesia the heart is not injured. 
Tuberculous pulmonary infections are frequently 
aggravated by general anesthesia even when it is of 
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short duration. Local anesthesia has no effect upo 
them. 

Under local anesthesia surgical work is done more 
quietly because there is more time. For the same 
reason the suturing is done better. Therefore in re 
section of the large intestine, the avoidance of gen 
eral anesthesia is of great importance. General 
anesthetics should be avoided also in operations ¢; 
the gall bladder as in gall-bladder disease they ac; 
upon an already damaged organ. 

In appendectomies performed in the acute stage o{ 
appendicitis there is no objection to general ana 
thesia because the operation is brief. In chronj 
appendicitis, even in children, local anwsthesia js 
preferable. 

It is of course impossible to force a patient to con- 
sent to operation under local anesthesia, but an in 
telligent discussion will almost always induce hin 
to choose it. In private practice the surgeon cai 
take a decided stand as the patient may go to another 
surgeon if he desires. In the cases of patients in the 
wards of general hospitals the psyche of the patient 
must be taken into consideration. In many cases it 
is advisable to start the intervention with a light 
general anesthesia and a simultaneously induced 
local anesthesia. In this way an extraordinar 
amount of anesthetic may be saved. The author 
rejects the splanchnic anesthesia of Kappis. He per- 
forms his operations under conduction anwsthesia oi 
the abdominal walls combined with the mesenteric 
anesthesia of Braun. RvGE (2 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Regelsberger, H.: Our Experiences with Coutard’s 
Method of Roentgen Irradiation (Unserer [r- 
fahrungen mit der Roentgensbestrahlung nach 
Coutard). Med. Klin., 1932, ii, 1023. 


The author discusses the roentgen treatment of 
inoperable tumors and their metastases. He first 
discusses the methods at our disposal: the classical 
single intensive irradiation by the method of Seitz 
and Wintz, the saturation method of Holfelder, and 
the protracted method of Coutard. He then reports 
the results of the method of Coutard in sixty cases 
of tumors of the alimentary tract, skull, nasal 
accessory sinuses, pharynx, and larynx. Attention 
is called especially to the intense skin reactions (dry 
and exudative radiation dermatitis) which appear 
about three weeks after the beginning of the 
Coutard method and heal during the next fourteen 
days. Improvement but no permanent cures have 
been obtained as yet. When recurrences developed 
they usually appeared six months after the com- 
pletion of the treatment. Very satisfactory results 
were obtained in individual cases of carcinoma of 
the mouth, tongue, tonsils, larynx, and upper 
pharnyx. In these locations the method competes 
favorably with the use of radium in massive doses. 

Carcinoma of the oesophagus and carcinoma of the 
lung in regions close to the mediastinum tend to 
break through into the mediastinum. Circum- 
scribed tumors situated in other parts of the lung 
react favorably even when the pleura is involved. 
In cases of generalized or metastatic pulmonary 
cancer no improvement could be obtained, 

In the stomach, tumors of the cardia were in- 
fluenced considerably more quickly and more 
thoroughly than tumors of the corpus or pylorus. 
Hence, for the latter, the author prefers the simple 
fractional irradiation. 

Encouraging results were obtained also in car- 
cinoma of the rectum; often there was visible 
shrinkage of the tumor during the treatment. 

Protracted fractional irradiation is recommended 
for all cases not operated upon radically and for 
cases of metastasis in any location. It is important 
to irradiate sufficiently large fields. The irradiation 
treatment must be supplemented, when necessary, 
by palliative surgical procedures such as colostomy, 
gastro-enterostomy, gastrostomy, jejunostomy, and 
tracheotomy. Substances having a favorable effect 
upon metabolism should be administered. Besides 
trypan blue and glucose, injections of freshly ex- 
pressed tumor juice are used. When an exudate 
has developed, its re-injection may be tried. The 
Fischer-Wasels gas treatment may also be employed 
4 an adjuvant, 
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The author’s experience encourages the further 
development of fractional irradiation. The method 
should not be used for tumors of bone or of the 
prostate as in these conditions there is a tendency 
toward general carcinosis under such treatment. It 
is contra-indicated also in the cases of cachectic 
patients. GAESSLER (G). 
Peacock, P. R.: The Influence of Experimental 

Radiology on the Treatment of Cancer. Glus 
gow M.J., 1932, cxvili, 383. 

In the thirty-six years since the discovery of 
roentgen and radium rays information on radiology 
has accumulated. The inflammatory reaction in the 
skin following exposure to rays was first recorded by 
Walkhoff and Giesel and was observed also by Bec 
querel and Pierre Curie. 

The author believes that although many clinics 
base their irradiation technique on the results of 
sound experimental work, many radiologists have 
developed in an empirical fashion only. He there 
fore reviews especiglly experiments which he be 
lieves have not received suflicient attention. 

In 1903 Bohn noted the selective action of ra- 
dium rays upon certain tissues and organs in tad 
poles. He said, “Those tissues that are growing 
and differentiating most actively are most radio 
resistive,” and again, ‘Everything leads one to 
think that radium acts on the chromatin of the 
nucleus.”” In 1904 it was shown that cells under 
going nuclear division are far more sensitive than 
resting cells. When the abdomens of male rabbits 
and guinea pigs were exposed to the X-rays it was 
found that the animals subsequently become sterile 
without losing their sex instincts. In 1905 sterility 
in the human being from the application of X-rays 
for pruritus ani and tuberculous epididymitis was re 
ported. Eighteen cases of sterility in X-ray workers 
have been recorded. In experimental work on 
developing eggs a latency of action of irradiation 
was shown by Bohn. The curative properties of 
radium as applied to transplantable mouse tumors 
was demonstrated by Apolant. Thus, it is seen that 
within ten years after the discovery of radio 
activity the fundamental biological properties of the 
X-rays and radium had been clearly defined in 
many important respects. In experiments on white 
rats in which they irradiated the testicles, Bergonier 
and Tribondeau found that with a suitable dose of 
irradiation the parent layer of cells of the semenife 
rous tubules, the spermatogonia, could be destroyed 
without harming the testicles, without seriously 
damaging the spermatocytes, and apparently with 
out affecting the spermatids and spermatozoa. 
From these and other studies they draw the follow- 
ing conclusions: 
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1. The most rapidly growing tissues are the most 
radiosensitive. 

2. Proliferative tissues, such as the skin and 
genital organs, are more radiosensitive than fixed 
tissues. 

3. The most differentiated tissues are the least 
radiosensitive and vice versa. 

Heinecke demonstrated the remarkable radio- 
sensitivity of lymphoid tissue and showed that the 
circulating lymphocytes are extremely radiosensi- 
tive. Doses of irradiation of considerable size pro- 
duce a leucopenia and particularly a lymphopenia, 
whereas small doses at suitable intervals increase the 
number of circulating lymphocytes. Accordingly, 
either an increase or a decrease of lymphopenia or 
lymphocytosis can be produced experimentally with 
the X-rays. The number of circulating lymphocytes 
exerts a profound influence upon the immunity of 
rats to transplanted tumors. However, the con- 
clusion has been reached that immunity is affected 
not only by the control of lymphocytes, but also 
by some other factor. 

Modern gamma-ray treatment was introduced by 
Dominici when he advocated platinum-screened 
radium tubes in 1907. In roro Clunet found that, 
in animals, prolonged irradiation with the X-rays 
leads first to dermatitis and later to sarcoma. Since 
then various types of cancer in animals have been 
produced by both radium and the X-rays. 

During the period of time reviewed, the physicists 
were establishing the nature of the X-rays and 
gamma-rays. They concluded that X-rays are true 
ether vibrations of the nature of light, and they 
differentiated the alpha, beta, and gamma rays of 


radium. The gamma rays are the only true irradia- 


tion. The alpha rays cause hemolysis and are in- 
tensely destructive to all living cells. They are the 
active agents in the poisoning of luminous paint 
workers. Death in such cases is due to anaplastic 
anemia caused by the action of alpha and beta 
rays on the bone marrow. The alpha particles are 
of little importance in medicine as they are ab- 
sorbed by even a sheet of paper, but the beta 
particles, which are very much smaller, are employed 
in clinical practice. Beta rays are entirely absorbed 
by 1.0 mm. of platinum. They are used in the 
treatment of tumors by the implantation of un- 
screened or lightly screened radon seeds. Their 
biological action is similar to that of the X-rays, 
but they have a limited range and little or no 
selective action. Gamma rays are the true irradia- 
tions and the chief concern of modern radiology. 
During the past twenty years it has been found that 
gamma rays can produce practically all of the ef- 
fects brought about by unscreened radium. 

By extensive radiological researches, Regaud and 
his colleagues have developed one of the best 
schools of modern irradiation therapy. This school 
is responsible for the idea of prolonging the time 
and reducing the intensity factors in the radium 
treatment of epidermoid carcinoma so as to cover 
the cell cycle of the growth. The vulnerability 
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of the dividing cell is most strikingly demonstrated 
in Canti’s now famous film. 

While it is common practice to refer to radium 
dosage by the number of milligram hours employed, 
such an expression is incomplete. Regaud showed 
that by reducing the intensity and prolonging the 
time, a greater destruction of semeniferous t 
can be obtained with a small skin reaction thai 
high-intensity, short-time treatment. However, 
there are, of course, limits beyond which the inten 
sity cannot be reduced or the time prolonged 
Regaud and Nogier called attention to the dangers 
associated with the use of radium irradiation of too 
weak intensity, reporting their observations 1) over 
100 cases in which such irradiation at repeated inter 
vals resulted in a reduction of the radiosen-itivit) 
of the malignant cells. It was found experimentally 
that by repeated small irradiations the normal de 
gree of radioresistance can be raised 21% times. By 
experiments on the rat’s rectum, anus, and tail skin, 
Lazarus-Barlow showed that squamous epithelium 
is least damaged by relatively long exposures at a 
low intensity, while columnar epithelium is better 
able to stand a high intensity for a short time 
Although squamous epithelium is radiosensitive, a 
technique has been developed whereby a maximum 
dose of irradiation may be administered to malig 
nant cells below the skin surface without exceeding 
a dose from which the skin may entirely recover 
Such a skin irradiation results in the course of a 
week in a scarlet reaction followed by vesiculation 
and shedding of epithelium which leaves an in 
flamed moist surface. The surface returns to normal 
within about three weeks. While much attention 
has been paid to epithelium and malignant tumors, 
little attention has been paid to the stroma. Most 
radiologists admit that clinical results depend not 
only on the lethal action of the irradiation on the 
malignant cells, but also on the body fluids. This 
view is supported by Canti who has demonstrated 
experimentally that the dose required to kill Jen 
sen’s rat sarcoma in vitro is very much larger tha! 
the dose required to kill it in vivo. However, there is 
some parallel between the dose required to stop 
mitosis in vitro and the dose which leads to absorp 
tion of the tumor in vive. Moreover, a suital)le dose 
of irradiation apparently causes a tumor to dis 
appear for a period of years even though |t recurs 
later. These and other observations indicate that 
malignant cells may be held in abeyance {or a num 
ber of years. 

The theory that the radiosensitivity | 
depends upon their growth activity and diticrenta 
tion was definitely proved in 200 cases of carcinoma 
reported by Healy. Nevertheless, radios 
is only one factor determining the treat 
prognosis. Of probably much more im} 
the outcome is the extent of the tumor. 
shown that gamma rays excite a feeble 
of visible and ultraviolet rays in serum 
Moreover, it is known that ultraviole 
lethal to many types of cells, including 
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malignant tumors. In experiments carried out by 
the author, slices of Jensen’s rat sarcoma o.5 mm. 
thick which were subjected to lethal doses of ultra- 
violet rays produced immunity against subsequent 
inoculations of the tumor. This phenomenon was 
very similar to the results obtained when the X-rays 
and radium were used. In attempts to increase the 
action of irradiation numerous substances have been 
injected intravenously, but most reports are incon- 
clusive or unsupported by controlled experiments. 

The possibilities of monochromatic X-rays have 
not yet been fully determined. There is some hope 
that such rays may be more efficient than heteroge- 
nous \-rays. 

While the author believes that radon is a poor 
substitute for radium in clinical work, he has found 
it of great value in researches on radio-activity. His 
objection to it in treatment is that, as the radon 
value is half dissipated in four days, treatment of 
long duration with low intensity is impossible. 

With regard to the dangers associated with ra- 
dium, the author refers to the inhalation of radon 
gas and the deposit of active materials on the skin 
of the hands. The ingestion of radium is known to 
bring about primary anamias and a tendency to- 
ward leukemia, chiefly on account of the action of 
the live beta rays upon bone where the radio-active 
material is deposited. Piney has shown by experi- 
ments that when severe doses of the X-rays give 
rise to an increase in the monocyte count and a fall 
in the lymphocytes to such an extent that the mono- 
cyte count exceeds the lymphocyte count, death 
may be expected. Hence it would seem that in the 
cases of patients under irradiation treatment fre- 
quent examinations of the blood should be made to 
prevent over-irradiation. 

The author credits Scotland with being the first 
country to introduce effective protective measures 
against radium and the X-rays. 

In discussing dosage, Peacock says that the R unit 
established by the Second International Congress 
on Radiology seems not yet to be widely used on 
account of the difficulty of measuring it. 

A. JAMES LARKIN, M.D. 


Davis, J. S.: Clinical Illustrations of Deep Roentgen 
Ray and Radium Burns. Am. J. Roentgenol., 
1933, XXiX, 43. 


After describing the gross appearance of X-ray 
and radium burns and enumerating the microscopic 
changes that take place in the injured tissue, the 
author discusses in detail the history, the findings, 
the treatment, and the results in a large group of 
cases with involvement of the face, neck, axilla, 
abdomen, inguinal region, perineum, and extremities. 

These cases as a whole have presented the problem 
ol excision of the affected area and restoration by 
some plastic procedure, a problem frequently com- 
plicated by very extensive tissue damage and by in- 
lection, 

In accomplishing a restoration the author has 
made use of a number of methods—Ollier-Thiersch 


grafts, half-thickness grafts, small deep grafts, sin 
gle and double pedunculated flaps, tubed flaps, and 
measured delayed flaps. 

The difficulties involved, the extensive character 
of the lesions treated, and the very excellent results 
that the author has obtained can be appreciated only 
by reading the original article and studying the many 
excellent illustrations accompanying it. 

The author stresses again the frequency with 
which serious burns, with their disastrous conse 
quences for the patient, occur following treatment of 
comparatively simple conditions or conditions which 
might better be treated by safer and actually, if not 
apparently, simpler methods. He emphasizes also 
the importance of not attempting to treat radiation 
dermatitis or radium lesions by more X-ray, radium, 
or ultraviolet light therapy, and so adding still fur 
ther injury to damaged tissues. 


Stevens, R. H.: The Treatment of Radiation In- 
juries of the Skin. Radiology, 1932, xix, 345. 

After discussing various methods of treating 
chronic radiodermatitis and ulceration the author 
tells his experiences with two cases treated by the 
Finsen light which, ‘“‘composed of the whole light 
spectrum with the longer ultraviolet rays only, 
penetrates deeply into the skin when the latter is 
under suflicient pressure with the quartz chamber, 
water-cooled compress of the Finsen apparatus.” 
He cites the experimental observation of Hans 
Jensen that treatment of the skin by the concen- 
trated arc light of Finsen and Reyn produced the 
formation of strong connective tissue richly supplied 
with new blood vessels. 

The first patient with severe radiodermatitis and 
subsequent ulceration of the anterior abdominal wall 
was treated every two or three weeks for four months 
with healing of the ulcer, disappearance of keratotic 
spots, and almost complete cure of the telangiectasis. 
The second patient, with a painful ulcer measuring 
10 by 20 cm. over the lower part of the back, was 
first treated with ultraviolet light twice weekly for 
three months. No improvement resulted. She was 
then treated with the Finsen light at intervals of 
from two to six weeks for five months with consider 
able improvement and healing of practically all 
ulceration. 

The author states in conclusion that there are 
three reliable forms of treatment for roentgen ulcer: 
excision followed by skin grafting; desiccation and 
electrocoagulation with or without subsequent skin 
grafting; and Finsen light treatment. 


Blair, V. P., Brown, J. B., and Hamm, W. G.: 
The Surgical Treatment of Post-Radiation 
Keratosis. Radiology, 1932, xix, 337. 


After summarizing Wolbach’s discussion of the 
essential pathological changes occurring after ex 
cessive X-ray exposure, the authors emphasize the 
importance of complete removal of the areas af 
fected by such exposure and describe the various 
methods which they have found most helpful in 
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substituting normal tissue for the tissue lost and 
so securing the maximum degree of restoration. 

The methods of restoration which have been em- 
ployed to best advantage are the “split graft” 
method, applicable particularly to cases in which a 
fairly superficial excision permits removal of the 
affected tissue; the pocket flap, applicable to the 
dorsum of the hand with numerous scattered lesions, 
some of which may be undergoing malignant de- 
generation; and the pedicled flap, shifted immedi- 
ately if thick and short, or shifted after preliminary 
elevation and resuture at its original site. 

The paper is illustrated with a number of illustra- 
tions showing the admirable results that can be ob- 
tained by good surgery in the difficult cases under 
consideration. 


RADIUM 


Martin, C. L.: The Treatment of Malignant Tu- 
mors: Advantages of Weak, Heavily Filtered 
Radium Needles. J. Am. M. Ass., 1932, xcix, 
1587. 


Regaud and his associates found that irradiation 
of great penetrating power and short wave length 
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has a much less marked necrotizing effect and 
greater selectivity for radiosensitive cells than irra- 
diation of less penetrating power and longer waye 
length, and that the selectivity of radiant energy for 
radiosensitive cells is increased when the duration 
of the exposure is increased with a corresponding 
decrease in intensity. These principles were put 
into practice by the preparation of long, heavily 
filtered platinum needles containing small aimounts 
of radium for use in implantation therapy. Nu- 
merous workers have developed a therapeutic tech- 
nique based upon them. The author has used the 
technique of the London group. He describes his 
method in detail. 

Following a discussion of his own results and the 
results obtained by others in cases of carcinoma of 
the mouth, breast, rectum, prostate, and ladder, 
Martin reports several illustrative cases in detail, 
In conclusion he states that the implantation of 
multiple heavily filtered radium needles of low 
strength over long periods of time increases the 
margin of safety for normal tissue and causes the 
rapid retrogression of malignant tumors o/ a rela 
tively high radioresistance without sloughing. 

ApotpH Hartuns, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Dale, Sir H.: The Relation of Physiology to Medi- 
cine in Research and Education. Brit. iM. J., 
1932, li, 1043. 

Lewis, Sir T.: The Relation of Clinical Medicine 
to Physiology from the Standpoint of Re- 
search. Brit. M. J., 1932, ii, 1046. 

DALE says that while physiology, in fact all ex- 
perimental medicine, began with the work of Har- 
vey, it was not until relatively late in the nineteenth 
century that physiology was considered a separate 
science. The relative independence achieved, re- 
sulting in such discoveries as insulin and such 
advances in surgery as surgery of the sympathetic 
nervous system, has produced more for medicine 
than would have been possible if physiology had 
remained dependent upon medicine. However, a 
real danger lies in the tendency of physicians and 
surgeons to regard experimental research as the 
function of physiology and pathology and the ac- 
ceptance and application of its results as the 
province of medicine and surgery. Freer contact 
and coéperation on both sides are necessary for 
healthy development. To physiologists it seems 
clear that proper relations require the creation 
of conditions that will enable physicians and sur- 
geons to realize the opportunities created by general 
scientific progress. It should be recognized that the 
aims and spheres of activity of physiology and of 
medicine, while different, must be intimately co- 
operative. The important and increasingly difficult 
and responsible task of the teacher of physiology 
is to incorporate items both of fact and of method 
in his selection from the overwhelming riches of 
established fact and suggestive evidence, and yet 
retain for the student the full educational value of 
his first and main chance of contact with a purely 
experimental study of the phenomena of life. 

Lewis stressed the need of a determined effort 
by clinical medicine to take its proper place as a 
progressive science on an equal footing with physi- 
ology. He stated that physiology is today in a much 
stronger academic position than clinical medicine 
and overshadows the latter. It is clinical science 
which now needs encouragement. Physiological work 
provides and must continue to provide a great 
stimulus to medicine. On the other hand, physiology 
draws inspiration from clinical medicine as ex- 
emplified by the work of Harvey, Head, and Dale. 
It is only a fraction of the truth to state that 
medicine is founded upon physiology. Clinical 
progress is achieved in three principal ways: by the 
discovery of disease or its identification and natural 
history and by experimental work on clinical cases— 


to both of which physiology contributes little if at 
all—and by the application of physiological ideas 
and discoveries. Clinical medicine has its own 
proper field of experimental work in which it is not 
borrowing from physiology. ‘This essential work is 
conducted upon patients suffering from disease and 
can be undertaken only by clinicians with special 
training, judgment, and facilities. The application 
of a physiological discovery is, in fact, clinical, and 
may be beset with difficulties as great as those of the 
original physiological discovery. The successful en- 
forcement of the legitimate claims of clinical evi- 
dence “‘appears to depend chiefly upon the estab- 
lishment of suitable posts in clinical research and 
the formation of a group of full-time workers who 
can hold their own in method of work and of 
scientific thought with workers in any other branch 
of medical science.”’ ‘“‘What is in mind is not a 
separatist movement from practical medicine, but 
a linkage between this and physiology and pathology 
through a body of workers who have the necessary 
training and sufficient leisure to understand and 
apply the knowledge these sciences are gaining and 
interpret them to those whose energies are devoted 
to the arduous tasks of recognizing and alleviating 
the troubles of sick people.”’ 
WALTER H. Napier, M.D. 


Larrabee, R. C., and Littman, D.: Hereditary 
Hemorrhagic Telangiectasia, with a Report of 
Five Cases in Two Families. New England J. 
Med., 1932, ccvii, 1177. 

Hereditary hemorrhagic telangiectasia is usually 
confused with hemophilia or hemorrhagic purpura. 
Extreme thinness of the vascular channels is perhaps 
one cause of the tendency of the lesions to bleed. 
In the five cases reported by the authors there were 
lesions on the tongue and nose as in cases reported 
previously. In the cases of the authors’ three older 
patients (aged fifty-five, fifty-one, and fifty years) 
there were lesions on the finger tips. Hamorrhages 
from other mucous surfaces and internal organs have 
been reported as occurring in this condition. 

M. HERBERT BARKER, M.D. 


Copeland, M. M., and Martin, H. E.: Xeroderma 
Pigmentosum. Am. J. Cancer, 1932, xvi, 1337. 

Four cases of xeroderma pigmentosum are re- 
ported. ‘The disease begins early in life, usually 
before the second year, and occurs with about equal 
frequency in males and females. It is debatable 
whether or not heredity plays a réle in its develop 
ment, but consanguinity appears to be a factor. 
Several children of the same family may be affected. 
Another striking feature of the condition is its 
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tendency to occur in the members of one sex in a 
family. 

It begins either with freckling or as an erythema 
with some inflammatory oedema following exposure 
to sunlight. The oedema may persist longer than 
usual and recurs with each successive exposure to 
sunlight. The erythema is followed by pigmenta- 
tion which occurs in circumscribed patches or is 
diffuse. The distribution of skin changes is very 
characteristic and constant from the beginning. It 
seems to be most marked in areas unprotected by 
clothing. The pigmentation or erythema is usually 
observed first about the face and neck and later 
appears on the shoulders and arms. It is less dense 
on the ulnar side of the arms. The thighs are rarely 
affected, and the legs show only moderate involve- 
ment. The color of the pigment varies from a pale 
yellow to a rather dark brown. As a rule the pig- 
mentation increases, and at about the third or 
fourth year of life the skin is dry, rough, and scaly. 
With increased roughening of the skin, atrophic 
spots appear among the pigmented areas. In the 
areas of atrophy the pigment disappears. The 
atrophy of the skin is particularly noticeable about 
the nose and eyes. Contraction ensues and ectropion 
is produced. This is soon followed by hyperemia 
of the conjunctiva and photophobia. The con- 
junctiva ultimately becomes dry and rough. On 
the lid edges, warts or inflamed nodules which 
ulcerate may appear. The ocular conjunctiva is 
usually hyperemic or covered with acutely inflamed 
patches which often extend to the edge of the 
cornea. The edge may become swollen, and ulcers 
or a tumor may develop. The cornea becomes hazy, 


and blepharospasm with photophobia is the rule. 
In most cases the optic nerve and intra-ocular 


structures are not affected until very late. The 
growths on the cornea should be repeatedly re- 
moved and the ulcers curetted. 

In the affected skin areas, telangiectases and warty 
elevations appear. The warty growths often ulcerate 
or fungate, giving rise to foul lesions which com- 
monly assume malignant qualities. 

The height of the process is usually reached in 
the sixth or seventh year. The disease is generally 
fatal before the twentieth year. In the later stages, 
weakness and anamia develop and the ulcerating 
areas become quite painful. 

The clinical course is characterized by progressive 
changes with moderate remissions which invariably 
run a prolonged but fatal course. The principal 
exciting cause seems to be exposure to the actinic 
rays of the sun in the cases of persons predisposed 
to the disease. The predisposition has been ascribed 
to a congenital susceptibility. While the skin has 
been considered the site of the predisposition, it is 
possible that chemical disturbances in the blood 
and peripheral tissues may play a réle. A tropho- 
neuritic or nervous origin has been suggested, but 
has not been proved. Himatoporphyrin (a photo- 
dynamic substance) has recently been suggested as 
a factor, but the data at hand do not support the 
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theory that a photodynamic substance is responsible, 
Disturbances in the glands of internal secretion are 
not as yet correlated with the disease. 

The treatment indicated is of the following { 
main types: 

1. Treatment directed toward checking the prog 
ress of the disease. It is a good policy to advis: 
patient to remain indoors or, if he must be o 
doors during daylight hours, to wear black clothing 
made especially to protect the parts usuall) 
posed to sunlight. 

2. Treatment directed toward curing ceri 
local manifestations such as ulcerations anc 
plastic processes. In cases with skin ker 
fulguration by diathermy and exposure to unt 
radium emanation in carefully graded doses 
been beneficial. Radium is not indicated 
process is widespread. In a few cases, small a: 
of low-voltage X-ray therapy with very little 
tion have proved helpful, but as a rule they ; 
gravate the condition. If neoplastic processcs 
pervene, recourse may be had to excision 
external or interstitial irradiation, depending 
the site and extent of the lesion. Soothing ant 
solutions may be applied to the inflamed ; 
fected conjunctiva. Ulcers at the corneal margi 
should be curetted. Josepu K. Narar, 


Andrejev, A.: Disease of the Internal Organs and 
of the Lymph System Associated with Bone 
Tuberculosis (Ueber die mit der Kno 
berkulose kombinierten Erkrankungen inn Or 
gane und des Lymphapparates) ueber multiple Tu- 
berkulose-Lokalisation). Acta Eupatorica, 
290. 

The author accepts the principles of the teachings 
of Rankes, which are based upon investigati: 
pulmonary and bronchial lymphnode tuberculosis, 
and attempts to apply them to tuberculous bone and 
joint lesions. 

In the treatment of spondylitis by prolong 
mobilization the author has noted, in a certai 
ber of cases, an increase in the blood pressure 
145 mm. and upward, and a systolic murm 
the aorta. These phenomena were noted in young 
persons without fistulous processes and without kid 
ney diseases. The author believes them to } 
a disturbance of metabolism resulting in an i 
in the uric acid content of the blood. The au! 
lieves that in osteo-articular tuberculosis and 
gland tuberculosis the metabolic disturbanc 
from that occurring in the second and third 
pulmonary tuberculosis according to Rank« 
fication. He bases this theory on the fact 1 
ing prolonged immobilization in the form« 
tions there is often, instead of a decrease 
a general fatty degeneration including the | 
other organs which is associated with an acti 
culosis and suggests another type of tuber 
toxication. He therefore believes that th 
ment of even a single vertebra has a series « 
which are manifested not only on the peripheral por 
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tions of the body but also in the internal organs and 
their function. 

[he author emphasizes the multiplicity of locali- 
zation of tuberculosis of bone. In an investigation 
of several hundred cases associated disturbances in 
the internal organs were found in every instance. 
Most frequent was a pleurohepatocardiac syndrome 
with unilateral dullness, clouding of the pulmonary 
field, dissemination foci, roughened breath sounds, 
a systolic murmur over the pulmonary artery and an 
accentuated second tone, and sensitiveness of the 
liver on full inspiration. Narrowing of the chest and 
prominence of the scapula were observed. Most 
common was fibrous tuberculosis of the lung. The 
murmur over the pulmonary artery is 
attributed to fibrous endocarditis and endarteritis. 

[he author believes that before heliotherapy is 
used the patient’s allergic condition should be deter- 
mined by the von Pirquet or Mantoux retest. He 
points out the possibility of future development of 
bone tuberculésis in young persons with broncho- 
adenitis or mediastinitis. His investigations have 
shown that in from 4o to 40 per cent of the cases of 
lymph-gland tuberculosis of the neck and the mesen- 
tery the causative factor is the tubercle bacillus of 
the bovine type. He emphasizes the necessity of 
proper veterinary supervision to eradicate tuber- 
culosis in cows. SEBOLD (Z). 


sy stolic 


Warren, S., and Gates, O.: Multiple Primary 
Malignant Tumors. A Survey of the Literature 
and a Statistical Study. Am. J. Cancer, 1932, 
xvi, 1358. 


Cases of multiple malignancy collected from the 
literature and including 4o cases observed by the 
authors at the Harvard Medical School number 
1,259. The authors believe that the criteria for 
multiple malignant tumors laid down by Billroth 
are too strict. Billroth postulated that each tumor 
must have a different histological appearance and 
a different location from the others and must pro- 
duce its own metastasis. The last requirement 
would, of course, rule out a very large number of 
cancers. According to the authors’ experience, over 
jo per cent of autopsied cases of carcinoma of the 
cervix uteri show no evidence of metastasis. In the 
study herewith reported the authors included only 
cases in which each of the tumors presented a 
definite picture of malignancy and was distinct and 
ep was no probability that one was a metastasis 

t another. 

Most reports of multiple malignancy in the 
breasts are open to criticism, the probability of 
metastasis from the other breast being strong. Be- 

duse of the difficulty of differentiating between 

multiple origin and metastasis, most of the reported 
multiple ovarian tumors were excluded from the 
iuthors’ study. Numerous cases of carcinosarcoma, 
particularly of the thyroid, may be looked upon 
ith suspicion. These also were omitted from the 
ithors’ tables. Also omitted were cases of types 
0! malignancy known to be multiple under ordinary 


circumstances, such as myeloma, cases of malig 
nancy which is frequently multicentric in origin, 
such as carcinoma of the liver, cases of teratomata, 
and cases of multiple tumors of questionable malig 
nancy, such as the so-called carcinomata of the skin 
appendages. Multiple carcinomata of the rectum 
arising on the basis of polyposis might be open to 
question so far as their consideration as independent 
tumors is concerned as all of them are related to the 
same etiological factor. However, the authors be 
lieve they are fully as well substantiated as multiple 
carcinomata of the skin, the independence of which 
has never been questioned. The distinction between 
synchronous and metachronous tumors is of slight 
importance, and certainly synchronous occurrence 
should not be insisted upon as a criterion of multiple 
malignancy. 

Qn the basis of all statistics, the frequency of 
multiple malignancy is 1.84 per cent of cancer cases. 
On the basis of American statistics, it is 3.9 per 
cent. In the authors’ own series of 1,078 cancer 
autopsies, the frequency was 3.7 per cent. ‘The 
average duration from the onset of the earliest 
tumor to death in their cases was three years. 
Multiple cancers occur at approximately the same 
age as single cancers. Multiple malignant tumors 
occur more frequently than can be explained on 
the basis of chance. The authors believe that a 
person with one cancer is more apt to develop a 
second cancer than would be expected from chance 
alone. This theory implies a definite predisposition 
or susceptibility to cancer or exposure to some 
influence favoring the development of cancer. The 
nature of the predisposition is as yet unknown. 

Joseph K. Narat, M.D. 


Martin, C. L.: Squamous-Cell Carcinoma of the 
Skin. Am. J. Roeutgenol., 1932, xxviii, 728. 
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The efficacy of irradiation therapy for basal-cell 
carcinoma of the skin is generally recognized. 
Squamous-cell carcinoma is much more radiore 
sistant, but the author believes that roentgen and 
radium irradiation is the therapeutic method of 
choice for all tumors of this type except those 
situated on some cartilaginous structure such as 
the auricle of the ear. 

Martin follows Pusey in treating cancer of the 
lip with roentgen rays. He gives from 5 to 10 
erythema doses in a period of from eight to fourteen 
days. No radium is used unless marked induration 
is felt beneath the tumor or unless the process 
extends well out into a mucous membrane. ‘The 
technique is described in detail, and the results of 
the treatment are shown by photographs. ‘The 
technique of the use of radium needles for deeper 
lesions is also described. 

Statistics are presented to prove the contention 
that even in cases of lymphatic metastasis to the 
neck, roentgen-ray therapy is preferable to block 
dissection. In addition,its economic and cosmetic 
advantages are pointed out. 

NATHAN N. Croun, M.D. 
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GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Fleming, A.: On the Specific Antibacterial Proper- 
ties of Penicillin and Potassium Tellurite. 
J. Path. & Bacteriol., 1932, xxxv, 831. 

Penicillin and potassium tellurite have been used 
as selective antibacterial substances for several 
vears. The former is the filtrate of a broth culture 
of penicillium notatum which has a remarkable in- 
hibitory effect on the growth of certain bacteria, 
but almost no effect on the growth of others. An 
unusual selective antibacterial power is exhibited 
also by potassium tellurite. As these substances 
act on entirely different bacterial species, bacteria 
which are penicillin-sensitive are usually tellurite- 
insensitive and vice versa. 

Penicillin is used for the following purposes: 

1. To isolate hemophilic bacteria. These bac- 
teria are very insensitive to penicillin and are usually 
found in situations where there are normally many 
penicillin-sensitive bacteria which tend to obscure 
them. 

2. To isolate a partially sensitive bacterium in 
pure culture from a mixture with more sensitive 
organisms. 

3. To separate the gram-negative cocci of the 
mouth. 

4. To demonstrate bacterial antagonism. 

5. Asa dressing for infected wounds. 

Tellurite has been employed for the isolation of 
bacillus diphtheriz and in studies of urine, faces, 
and other substances usually containing the ba- 
cillus coli. Jacos M. Mora, M.D. 


DUCTLESS GLANDS 


Rony, H. R.: Juvenile Obesity. Endocrinology, 1932, 
XV1, 001. 


Because of the known marked effects of the glands 
on somatic, sexual, and mental development, the 
juvenile age is a sensitive test period for the detection 
and identification of glandular disturbances. The 
author studied fifty unselected cases of obesity in 
childhood and adolescence to determine the possible 
role of endocrine disturbances in the causation of 
obesity. The study included careful consideration of 
the history, clinical examination, measurements of 
growth, studies of sexual and mental development, 
the basal metabolism, and sugar tolerance, and 
roentgenography of the sella turcica. 

Disturbances of the pituitary gland and the sex 
glands, a moderately low metabolism with hypo- 
thyroidism, abnormal sugar tolerance, and mental 
deficiencies are frequent findings in juvenile obesity. 
\ll except six of the fifty subjects studied by the 
author showed abnormalities in at least one of these 
fields. However, the anomalies represented devia- 
tions from the normal in both directions inasmuch as 
in some cases hypofunction and in others hyper- 
function of the same gland were found. This fact 
strongly suggests a relationship, although not of an 


etiological nature, between endocrine anomalies and 
obesity. 

There is experimental evidence that the hypo 
thalamus contains structures which regulate the 
deposition of fat. Even when functioning with 
normal efliciency, this center may be adjusted to an 
abnormally high body-fat level. Such a center 
would, of course, have close embryological, anatom- 
ical, and possibly functional relationships to the 
pituitary gland and other metabolic centers in the 
midbrain. 

Accordingly, juvenile obesity in persons who are 
entirely normal otherwise may be due to a develop 
mental anomaly limited strictly to the reserve {at- 
regulating center. If the developmental anomaly 
includes also related structures in or near the hypo- 
thalamus, the various “pathological” forms of 
obesity will result. GeorGcE A, CoLLett, M.D. 


Wislanski, K.: The Pineal Gland as an Endocrine 
Gland and Attempts Made to Utilize Its Secre- 
tion Clinically (Die Zirbeldruese als endokrine 
Druese und Versuche der Anwendung ihres Heil 
vermoegens). Ginek. polska, 1932, Xi, 390. 

In the morphological sense of the term, the pineal 
gland is not a gland, but as the individual cells 
produce a secretion which enters either the peri- 
vascular spaces or the circulation, it must be con- 
sidered a gland of internal secretion. As a gland of 
internal secretion it exerts an influence on the other 
endocrine glands. Some believe that the pineal 
gland has no influence on the genital organs, while 
others are of the opposite belief. The action of the 
secretion of the pineal gland upon the other organs 
is also in controversy. Berblinger, Marburg, and 
Fein are of the opinion that the pineal gland 
secretion hinders the development of the organs, 
especially the genital organs. Laudes and Askanare 
believe it has a stimulating effect. In an attempt to 
determine the effect of the secretion upon the 
organism as a whole and especially upon the genital 
organs, the author performed experiments on 
animals, using non-toxic, sterile 1 per cent aqueous 
extracts of the pineal gland and a preparation called 
“epiphysan.”’ 

With regard to the action of the extract upon the 
body as a whole and upon individual organs the 
author states that he observed no influence upon the 
cytological picture of the blood nor upon any of its 
parts either in man or in the animal. However, the 
colloidal balance was disturbed. This was mani- 
fested by a change in the surface tension of the serum 
and a turbidity in serological reactions. No change 
was noted in the cerebrospinal fluid. The blood 
pressure decreased from 20 to 40 mm. lig. The 
erythrocyte sedimentation was accelerated onl 
slightly, but coagulation of the blood was a4 
celerated considerably. The extract produced no 
effect upon the central nervous system nor upon the 
contractility of the isolated heart. The basal 
metabolism was increased in the animal as well as 
in man. On the other hand the specific dynam 
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MISCELLANEOUS 


metabolism varied little after the administration of 
protein. The action of the pineal gland extract upon 
the thyroid gland was manifested by a decrease of 
thvroid insufficiency. ‘The extract checked the 
secretion of insulin and at the same time stimulated 
the adrenal glands to activity. This explained the 
increase of sugar in the blood stream (from o.1 to 
0.24 per cent). 

The action of the extract upon the non-pregnant 
uterus and bowel of the guinea pig resulted in a 
decrease in the tone of the smooth muscle. Its 
action on the pregnant uterus was entirely different 
as it stimulated uterine contractions. Injections of 
from 0.5 to 1.5 c.cm. of a 1 per cent aqueous extract 
of the pineal gland into young rabbits of both sexes 
produced a retardation of growth and a decrease in 
the size of the organs. The thyroid glands of these 
animals were much smaller than those of the control 
animals and contained less colloid material. In the 
ovary, degeneration of the follicles was observed. In 
the uterus, the muscle fibers disappeared and there 
was a proliferation of the stroma. In the testicles, 
degeneration of the cells and a decrease in the 
number of spermatozoa were found. Similar, though 
les marked, changes were noted in the mature 
animals. In the mature animals the uterus enlarged 
as the result of proliferation of the connective tissue 
and stroma under the influence of the pineal gland 
extract. The endometrium showed a proliferation 
of the connective tissue. All of the experimental 


animals, both males and females, were sterile for one 
and one-half years. 

On the basis of the results of his experiments the 
author began to treat dysmenorrhoea due to con- 
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genital hypoplasia of the uterus with extract of the 
pineal gland. The result was the establishment of 
normal, painless menstruation. The extract has 
been employed successfully also in the treatment of 
painful urination, marked contraction of the non 

pregnant uterus, spastic conditions of the colon, and 
all conditions with increased spasticity of the smooth 
muscle. In cases of hypertension the extract 
produces a definite drop in the blood pressure and is 
antagonistic to the extract of the posterior lobe of 
the pituitary gland, which increases the tone of the 
smooth muscle. The nervous phenomena following 
the removal of the uterus and ovaries disappear in 
most cases after the administration of pineal gland 
extract. The author states that he used the extract 
very successfully in the case of a woman forty-two 
years old who complained of severe postoperative 
nervous symptoms and eczema of the lower ex 

tremities. By means of the Aschheim-Zondek test 
he determined that the curative effect of the extract 
on the eczema was due to its direct action on the 
metabolism and was not brought about indirectly 
by the anterior lobe of the pituitary gland. 

From these observations and those of others the 
author concludes that the extract of the pineal gland 
affects all of the other endocrine organs and es 
pecially the genital organs. Its action is variable and 
depends considerably upon the sex of the patient. 
Even its action on the genital organs is variable as 
there is an inhibiting action in addition to a stimu- 
lating action. Therefore we must conclude that the 
function of the pineal gland depends upon factors as 
yet unknown which influence the character of its 
action. St. VON SOBIERANSKI (G), 
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